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GLOSSARY 
Attitude  A psychological tendency that is expressed by evaluating a 
particular behaviour with some degree of favour or 
disfavour 
 
Behaviour An action that is carried out at a specified time and  
describes in terms of the actions itself, its target and the 
context  
 
Behaviour belief The perceived consequences of an action 
 
Content analysis Qualitative analysis of verbal data to discover the 
underlying topics or themes. References to these themes are 
often then counted to determine the most frequently 
mentioned themes 
 
Control belief Beliefs about the likelihood that one possesses the 
resources and opportunities thought necessary to execute 
the behaviour 
 
Exploratory study Qualitative investigation of a subset of a population under 
investigation, to discover the salient behavioural, normative 
and control beliefs about the behaviour 
pilot quantitative study to test reliability (internal 
consistency: to determine whether the items in the scales 
are measuring the same construct) of the direct 
measurement 
 
Intention A person’s motivation in the sense of his or her conscious 
plan to exert effort to carry out a behaviour 
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Norms -descriptive: perceptions about what important people 
actually do 
-injunctive: perceptions about what important people think 
a person should do 
-subjective: perception of social pressure to perform a 
behaviour 
 
Outcome evaluation Evaluation of the perceived consequences of an action 
 
Perceived 
behavioural control 
Perceptions about how easy or difficult it is to perform the 
behaviour 
 
Self-efficacy The conviction that one can successfully execute a given 
behaviour 
 
TACT principle The description of behaviour in terms of its target, the 
action itself, the context in which it is performed, and when 
(time) it is performed 
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ABSTRACT 
Background to the issue: Domestic violence (DV) against women is a global 
health issue which recently has become an important concern in Vietnam, especially 
in rural areas. Domestic violence is associated with low physical and mental well-
being, increasing unhealthy behaviours in women, and results in negative effects on 
children who are exposed to DV and the local economy. As stated by the World 
Health Organization, health professionals play an important role in identifying, 
providing support and referral for the victims including provision of specialist 
services. Unfortunately, the majority of health professionals in Vietnam have limited 
experience in this field. To date, there has been no research into the responses of 
nurses and doctors toward the victims, conducted in Vietnam. 
The overall aim of this project was to examine factors that influence health 
professionals’ intentions to respond to victims of DV in Vietnam. 
Research design and methods: This multi-method study was carried out in 
district hospitals in Vietnam. This was a 3 phase project which used the Theory of 
Planned Behaviour as the conceptual framework.  
The first stage was a qualitative exploratory study. A total of nineteen nurses 
and doctors of Tu Son and Duc Giang district hospitals took part in structured 
interviews. The objective of this qualitative study was to elicit underlying beliefs 
influencing responses of health workers towards victims of DV.  
The objective of the second stage was to develop a questionnaire, where 
findings from the elicitation study were used as a base to form items. Multiple steps 
were performed to establish the validity and reliability of the questionnaire. First the 
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questionnaire was sent to five experts in related areas to review. The expert’s 
feedback was then taken into account for revision. Following this, a group discussion 
was conducted with five nurses and doctors of the target population to check the 
clarity and readability of the questionnaire. A pilot test of the questionnaire among 
30 participants in Soc Son hospital was then undertaken to confirm the criterion-
related validity and internal consistency. Finally, test-and re-test (after seven days) 
was used to examine the stability of the questionnaire.  
The final stage was a main survey which involved the participation of 286 
nurses and/or doctors from four district hospitals in Vietnam including Thanh Tri, 
Van Lam, Khoai Chau and Trieu Son hospital. The objectives of the main survey 
were (1) to explore the intentions and practice of nurses and doctors in responding 
to cases of domestic violence and (2) to examine factors that influence health 
professionals’ intentions. 
Results: Overall, our study found that most health professionals reported that 
they identified one to two abuse cases of women who experience domestic violence 
every month in their clinical work. Once a patient was identified as abused, most 
health professionals would provide the woman with personal counselling but rarely 
referred her to a support service. Intentions appeared to be significant predictors of 
health professionals’ behaviours in responding toward victims of domestic violence. 
Following that, after controlling for a wide range of background variables, two 
theory of planned behaviours variables including attitudes and perceived behavioural 
control were significant predictors of health professionals’ intentions to respond to 
the victims of domestic violence. Subjective norms appeared to be a significant 
predictor only for the intention regarding referral of the women to support services. 
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Conclusion: Findings of this study represented a preliminary step towards a 
theoretical based understanding of factors that influence health professionals’ 
intention to respond to victims of domestic violence in Vietnam. The theory of 
planned behavior appeared to be an appropriate theoretical framework for further 
research of this phenomenon. In addition, the theory of planned behavior has been 
approved to have significant implications for behavioral intervention which is for 
intervention aimed to change intention and then to change behavior. To our 
knowledge, if an intervention with a target to change health professionals’ intentions 
and behaviors to respond to victims of domestic violence could be implemented, it 
would then be the first theoretical based intervention conducted in Vietnam within 
this domain. 
As this is the first time that this type of research has been conducted in 
Vietnam, it was expected that the results would contribute significantly to local 
knowledge and should add to global perspectives. Since it is the first questionnaire 
about this topic to be developed in Vietnam, the psychometric property of the 
questionnaire was primarily established, resulting in the questionnaire being 
recommended to use for further study. By explaining the factors that affect the 
intentions to respond of health workers, this project provides key data for authorities 
to design intervention strategies to improve the responses of health professionals to 
victims of domestic violence in Vietnam.  
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Chapter 1: Introduction 
1.1 Background 
 Domestic violence (DV) is a major human rights and public health issue around 
the world. Fulton estimated that approximately twenty five per cent of women suffer 
abuse by an intimate partner in their lifetime (Fulton, 2000). More significantly, victims 
commonly experience more than one type of abuse. For instance, the WHO (World 
Health Organization, 2005) have reported that up to 71 per cent of women have been 
exposed to physical or sexual violence or both, by an intimate partner at some point in 
their lives.  
 There are many consequences associated with DV. First, it directly impacts on 
women’s health. Research clearly shows that women with DV have low levels of 
physical and psychological well-being, as well as higher rates of unhealthy behaviours 
such as alcohol and drug abuse (Golding, 1996). It is very common for children of these 
women to be exposed to the violence. As indicated by Onyskiw (2002), children living 
in families with DV usually have more health problems that restrict their participation in 
normal activities. Impacts on the economy are also considerable. For example, 
approximately 15 per cent of women lost their paid jobs as a consequence of 
experiencing violence in their family.  
 Vietnam is a developing country where traditional beliefs such as “Trong nam 
khinh nu” (revere men, contempt women) still strongly influence people, especially 
those in the rural areas. Nearly 40 per cent of married women had been abused by their 
partner at some time (Luke, Schuler, Bui, Pham, & Tran, 2007). In regards to combined 
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exposure to physical and sexual violence, the percentages in Vietnam are 32.7 and 9.2 
respectively (D. V. Nguyen, Ostergren, & Krantz, 2009b). It is also very common for 
Vietnamese children to be affected by the consequences of DV (Unicef Vietnam, 2006). 
Importantly, a recent study found that children exposed to DV in their childhood are at 
higher risk for DV in the future (D. V. Nguyen & Krantz, 2009a).  
1.2  Context 
It is very important that health professionals take a role in minimising the impact 
of DV on women’s wellbeing. Du Plat-Jones (2006) indicated that health providers need 
to be more active in breaking the silence surrounding violence in order to provide 
appropriate and effective services for the victims. However, although the attitudes of 
nurses and doctors to DV may generally be sympathetic and supportive, they lack 
fundamental knowledge and skills in identifying and discussing the issue with their 
patients (Cann, Withnell, Shakespeare, Doll, & Thomas, 2001). Many health workers 
believed that the prevalence of DV is lower than it really is and they rarely identify 
cases of abuse in their practice (Sugg, Thompson, Thompson, Maiuro, & Rivara, 1999). 
Vietnamese authorities have officially identified DV as a national issue. In 2007, 
the Law on Prevention and Control of Domestic Violence (The National Assembly of 
Vietnam) was issued which demonstrates the concern the government has towards 
preventing DV. More recently, at the level of the Ministry of Health, consideration has 
been given to the roles of health professionals in responding to DV. Specifically, in 
2009, guidelines were released which outlined clear steps for health workers to use 
when intervening on behalf of victims of DV (Ministry of Health, 2009). However, at 
the hospital level, there are currently few, if any, systems or guidelines to advice nurses 
and doctors about how to identify, support and report violence related cases. To date, 
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there has been no research into the responses of nurses and doctors toward victims of 
DV in Vietnam. 
1.3 Project overview 
The overall aim of this study was to investigate factors that affect intentions of 
nurses and doctors to respond to female victims of DV in Vietnam. In order to achieve 
the aim, this PhD project was broken into three stages: 
The first stage was a qualitative exploratory study. A total of nineteen nurses and 
doctors of Tu Son and Duc Giang district hospitals took part in structured interviews. 
The objective of this qualitative study was to elicit underlying beliefs influencing 
responses of health workers towards victims of DV.  
The objective of the second stage was to develop a questionnaire, where findings 
from the elicitation study were used as a base to form items. Multiple steps were 
performed to establish the validity and reliability of the questionnaire. First the 
questionnaire was sent to five experts in related areas to review. The expert’s feedback 
was then taken into account for revision. Following this, a group discussion was 
conducted with five nurses and doctors of the target population to check the clarity and 
readability of the questionnaire. A pilot test of the questionnaire among 30 participants 
in Soc Son hospital was then undertaken to confirm the criterion-related validity and 
internal consistency. Finally, test-and re-test (after seven days) was used to examine the 
stability of the questionnaire.  
The final stage was a main survey which involved the participation of 286 nurses 
and/or doctors from four district hospitals in Vietnam including Thanh Tri, Van Lam, 
Khoai Chau and Trieu Son hospital. The objectives of the main survey were (1) to 
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explore the intentions and practice of nurses and doctors in responding to cases of 
domestic violence and (2) to examine factors that influence health professionals’ 
intentions. Six research questions were identified: 
Research question 1: What is the practice of health professionals in responding toward 
female victims of DV in Vietnam? 
Research question 2: What are the intentions of health professionals in Vietnam to 
identify, provide personal counselling and refer the women to 
support services; and relationships between them? 
Research question 3: Do intentions explain self-reported responses of health 
professionals? 
Research question 4: What is the role of underlying beliefs in determining the health 
professionals’ intentions? 
Research question 5: To what extend do background factors including age, gender, 
occupation, education, work experience, position at work, marital 
factor and religion influence the intentions? 
Research question 6: What is the role of attitudes, subjective norms and perceived 
behavioural control in predicting health professionals’ intentions in 
Vietnam? 
The Theory of Planned Behaviour (TPB) has been employed as the conceptual 
framework for this study. The TPB has been found to effectively predict intentions and 
behaviour across a number of domains such as; intentions to donate blood, use 
contraceptives or use a mobile phone when driving. Within the Domain of Health 
Professional’s Behaviours, the TPB has been used to successfully examine a number of 
behaviours including pain assessment, glove use, and child abuse reporting. The 
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comprehensive guideline on how to conduct a TPB study, recommended by Ajen, I., & 
Fishbein, M., authors of TPB, in 1975 was also used. 
Findings of this study represented a preliminary step towards a theoretical based 
understanding of factors that influence health professionals’ intention to respond to 
victims of DV in Vietnam. The TPB appeared to be an appropriate theoretical 
framework for further research of this phenomenon. In addition, the TPB has proven to 
have significant implications for behavioral intervention in relation to intervention 
aimed at changing intention and changing behavior. To our knowledge, if an 
intervention with a target to change health professionals’ intentions and behaviors to 
respond to victims of DV was implemented, it would then be the first theoretical based 
intervention conducted in Vietnam within this domain. 
As this is the first time that this type of research has been conducted in Vietnam, it 
was expected that the results would contribute significantly to local knowledge and 
should add to global perspectives. Since it is the first questionnaire about this topic to be 
developed in Vietnam, the psychometric property of the questionnaire was primarily 
established, resulting in the questionnaire being recommended to use for further study.  
From understanding the factors that affect the intentions to respond of health workers, 
this project provides key data for authorities to design intervention strategies to improve 
the responses of health professionals to victims of DV in Vietnam.  
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1.4 Definitions of key terms 
This study followed the guidelines of The World Health Organization (Krug, 
Dahlberg, Mercy, Zwi, & Lozano, 2002), the global behaviour “responses” is 
constituted by three individual target behaviours including: identification, providing 
personal counselling and referral. Explanations of these three behaviours are as follows: 
- Identification: screening and questioning for DV, 
- Referral of the victims to appropriate services where they can find 
professional support such as; social-sponsoring centres, centres for 
supporting abuse victims, consulting centres for preventing and controlling 
DV and reliable centres within the community; 
- Providing personal counselling: giving personal consultation to the victims 
based on health professionals’ knowledge and experience. 
1.5 Thesis outline 
Chapter 1 set the background and outlines the purpose of the PhD project. 
Chapter 2 provides a thorough review of relevant literature and provides 
arguments to support the study focus. This chapter gives a wide range of evidence 
regarding the importance of the problem, including the prevalence of DV and its 
consequences globally, as well as in the Vietnamese context. As front line healthcare 
providers, the role of nurses and doctors in identification of the victims, providing the 
victims with personal counselling and referral of the victims to support services were 
also discussed. However, there is still a gap in the literature about how Vietnamese 
nurses and doctors respond to abuse victims and what the factors influencing their 
responses are. 
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Chapter 3 discusses the theoretical framework. Comparisons of different health 
behaviour theories that focus on individuals are made. These comparisons form the 
basis for choosing the Theory of Planned Behaviour to be the conceptual framework for 
this project.  
Chapter 4 examines the elicitation study. The chapter starts with the purposes and 
methodology of this qualitative study. It is then followed by the report of health 
professionals’ underlying beliefs regarding responses toward victims of DV found in 
this elicitation study. 
Chapter 5 introduces the methodology of the main survey. It also provides details 
regarding the steps taken in developing the questionnaire and the establishment of the 
psychometric property of the questionnaire. 
Chapter 6 includes the outcomes of the main survey. Health professionals’ 
practice and intentions to respond toward victims of DV and influencing factors are 
reported in this chapter. 
Chapter 7 contains a discussion of the main survey findings. The strengths, 
limitations, and implications are also discussed.  
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Chapter 2: Literature Review 
Violence against women in families has become a globally alarming problem, 
occurring regardless of age, race, religion, wealth, country of origin and in families 
through all levels of the society (M. L. Vu, Vu, Nguyen, & Clement, 2000; World 
Health Organization, 2009a). According to a United Nations Declaration in 1993, 
violence against women is “any act of gender-based violence that results in, or is likely 
to result in, physical, sexual or mental harm or suffering to women, including threats of 
such acts, coercion or arbitrary deprivation of liberty, whether occurring in public or in 
private life”. Women who are victims of DV suffer not only physically but also 
psychologically and there are further effects on the family, especially among children 
who are exposed (World Health Organization, 2009a). As stated by Fulton (2000), as 
DV increases in society, health care providers must be able to recognize people who are 
victims. Identification is the first step in intervention and prevention. Therefore, the 
purpose of this literature review is to identify the prevalence of DV against women and 
its effects. This review will explore the global implications as well as DV in the 
Vietnamese context. Lastly, as front line health care providers, responses regarding 
nurses and doctors attitudes toward DV against women will also be explored.  
2.1 Domestic violence: Extent of the problem 
Domestic violence or intimate partner violence refers to any behaviour in an 
intimate relationship that physically and/or psychologically results in harm to a partner. 
They include (Krug et al., 2002): 
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 Physical aggression including; slapping, beating, hitting, kicking 
 Psychological abuse including; intimidation, humiliation, nagging 
 Sexual abuse including forced intercourse 
 Controlling behaviours including; segregating their partner from family and 
social relationships; restricting their movements and access to information 
As  indicated in a recent study (Fulton, 2000), one-quarter of women suffered 
abuse by an intimate partner in their lifetime and up to fifty per cent of all injuries in 
women occur within the context of partner abuse. This figure was strengthened by 
findings from the WHO’s multi-country study on women’s health and DV showing that, 
across a wide range of settings, women were more at risk of violence from their intimate 
partner than from any other types of perpetrator, which made the epidemiology and the 
consequences of violence distinctly different for women and men who were most at risk 
from strangers or acquaintances (Garcia-Moreno, Jansen, Ellsberg, Heise, & Watts, 
2006). Furthermore, a large proportion of the violence is severe and happens frequently. 
Women who lived under physical aggression generally experienced multiple acts of 
aggression over time (Garcia-Moreno et al., 2006; Krug et al., 2002). For example, over 
50% of women abused during the last year were assaulted at least twice and one fifth 
had experienced severe violence more than six times (M Ellsberg, Peña, Herrera, 
Liljestrand, & Winkvist, 1999). 
Reports relating to DV in Asian countries demonstrated that the prevalence of 
this violence varies and is often under-reported, especially in countries where feudal and 
old-fashioned beliefs still exist. In 2005, the prevalence of DV reported was 13% in 
Japan (city statistics), 23% in Bangkok, Thailand and 34% in Nakhonsawan (provincial 
statistics) (Garcia-Moreno et al., 2006). In the same year, the Cambodian Demographic 
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Health Survey found that 22% of women who had been married had suffered from 
physical, emotional and/or sexual violence committed by their husbands (National 
Institute of Public Health, 2006). A national study conducted in China also found that 
the prevalence was 34% among women aged 20 – 64 (Parish, Wang, Laumann, Pan, & 
Luo, 2004). 
Evidence shows that victims of DV commonly suffer from more than one abuse 
type. Data from a study by the WHO (World Health Organization, 2005) revealed that 
up to 71% of women reported that they had experienced physical or sexual violence, or 
both, by an intimate partner at some point in their lives. Another study also suggested 
that physical violence was often followed by psychological abuse and in over half of the 
cases by sexual abuse (Mary Ellsberg, Peña, Herrera, Liljestrand, & Winkvist, 2000; 
Yoshihama & Sorenson, 1994). Lewin and Burant (2010) found that there was a 
significant link between a diagnosis of major depression with recurrent episodes and 
DV exposure among mothers. A WHO multi-country study also indicated that there is a 
connection between violence and physical and mental health in women (Garcia-Moreno 
et al., 2006), miscarriage in women (Campbell, García-Moreno, & Sharps, 2004), and 
increased mortality in children (Asling-Monemi, Peña, Ellsberg, & Persson, 2003). This 
illustrates the importance of early identification and intervention for these cases, as 
there is often an escalating cycle of abuse.  
2.2 Domestic violence and its consequences 
There are many consequences associated with DV. Besides direct impacts on the 
health of women, other considerable impacts on children and domestic economic 
matters cannot be ignored (Garcia-Moreno et al., 2006; Krug et al., 2002).  
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2.2.1 Impacts on women’s health  
There has been an increasing body of evidence showing that women who are 
living with an abusive intimate partner will suffer from poor health. Victims of DV are 
considered two times more likely to report weak health and physical problems than non-
abused women. Health outcomes may last long after the violence occurred (Gardsbane, 
Vu, Taylor, & Chanthavysouk, 2010; Westfall, Harper, & Donald, 1957). Besides direct 
health effects such as injury, women who are victims of DV were more likely to 
experience low levels of physical and psychological well-being as well as being at 
higher risk of adopting risky behaviours such as alcohol and drug abuse (Golding, 
1996). Consequently, DV is linked to both immediate and long-term negative health 
outcomes.  
The first major health consequence affects physical health. Violence can 
obviously lead to injuries, ranging from bruises and cuts to more severe consequences 
such as permanent disability and death (Krug et al., 2002).  In an observational study by 
the WHO, the prevalence of injury in ever-abused women ranged from 19% (in a 
Ethiopia province) to 55% (in a Peru province) (Mary Ellsberg, Jansen, Heise, Watts, & 
Garcia-Moreno, 2008). A study conducted in Canada reported that 43% of women who 
suffered from a DV injury needed health care support and 50% of those women had to 
take time off work for medical treatment (Rodgers, 1994). More importantly, a total of 
7000 dowry-related deaths occurred yearly and 500 women were killed or burnt by their 
husbands (World Health Organization, 2009a). This violence not only causes immediate 
effects like injuries, but long-term health problems are also significant. DV has been 
considered as a root of chronic diseases such as gastrointestinal disorders, chronic pain 
syndromes and fibromyalgia. Women who have been abused also suffer from more 
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physical problems, limited physical functioning and more days in bed than other women 
(Krug et al., 2002). 
Reproductive and mental health problems are also significant health issues which 
need to be considered among victims of DV. Sexual abuse in families with DV results 
in the women being at greater risk of unwanted pregnancy and sexually transmitted 
diseases, including HIV infection (Heise, Ellsberg, & Gottmoeller, 2002). In addition, 
violence happening during pregnancy damages the well-being of not only the mother 
but also the child. Results from a study in 400 villages and seven hospitals in Pune, 
India indicated that DV caused nearly one fifth of deaths during pregnancy. Violence 
during pregnancy also led to fatal injury, low birth weight and stillbirth (Valladares, 
Ellsberg, Peña, Högberg, & Persson, 2002). Mental health problems are another long-
term health effect (Howard, Trevillion, & Agnew-Davies, 2010). Domestic violence 
puts women at high risk of depression, anxiety, suicide and attempted suicide (Abbott, 
Johnson, Koziol-McLain, & Lowenstein, 1995; Krug et al., 2002). A study of 335 
women reported that women who experienced lifetime adult DV (n=162) received more 
diagnoses of generalized depression, anxiety, phobias, dysthymia and unhealthy 
consumption of alcohol and psychoactive drugs than women who did not suffer from 
abuse (n =173). Measurement of the population attributable risk found that 
approximately 30% of the psychiatric diagnoses were attributable to domestic violence 
as reported in the outcome of the measurement of the population attributable risk 
(Roberts, Lawrence, Williams, & Raphael, 1998).  
Hence, women who experience DV are more likely than other women to use 
health services. As shown in one study, women who experience sexual and/or physical 
abuse in either childhood or adulthood used health services more often than their peers 
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(Krug et al., 2002). A study in Canada reported that women with DV were three times 
more likely to need the support of health care services than other women (Taket et al., 
2003). Although most health professionals did not screen for or ask their patients about 
DV, many women who are victims of DV visit their health care providers several times 
a year (Plichta & Falik, 2001). Given the prevalence of DV could led to substantial 
savings in health service costs (Itzin, Taket, & Barter-Godfrey, 2010). Therefore, 
effective responses to victims of DV among health professionals including identifying, 
providing personal counselling and referring women to appropriate services are 
important components of the health systems globally. 
2.2.2  Impact on children 
When discussing DV, it is very important to consider the effects on children who 
are living in a home where the violence is occurring. It is very common for children to 
be exposed to DV. Around 5% of women who had been pregnant experienced at least 
some kind of physical abuse during their pregnancy, often by the father of the unborn 
baby (Gardsbane et al., 2010). Statistics also reveal a 50-70% co-occurrence of violence 
against women and abuse of children (World Health Organization, 2009a). One quarter 
of women who have children of less than 15 years old reported that they were beaten by 
their partner. Over 50% of women who suffered from physical partner violence also 
reported that their children have witnessed at least one incident of the violence 
(Gardsbane et al., 2010). As cited in a study (S. E. Evans, Davies, & DiLillo, 2008), 
between 3 and 17.8 million children are exposed to at least one incident of domestic 
violence each year.  
Importantly, there are considerable consequences for children exposed to DV. As 
reported by Ontskiw (2002), children exposed to DV have lower health status and more 
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health problems which limited their participation in normal activities when compared 
with children in non-violent families. They would experience negative internalizing and 
externalizing behaviours. Evidence revealed that, generally children who grow up in a 
family with domestic violence are about 30-60% more likely to have suffered from 
child abuse and would have greater risks of problems such as poor sleep and school 
performance, disturbance, stammering, emotional detachment, suicide attempts, and 
aggressive and disruptive behaviour (S. E. Evans et al., 2008; Taket et al., 2003). They 
have to learn how to live with violence, find a way to resolve the conflict and are very 
likely to repeat patterns in adulthood  
Children of all ages are affected by exposure to DV in many different ways. 
Evidence reveals that one in six newborns discharged from hospitals went home with a 
mother who suffered abuse during pregnancy (Fulton, 2000). In a sample of infants 
(n=48) who were reported by their mothers to have witnessed violence in the home 
during the first year of life, it was found that they exhibited trauma symptoms such as 
increased arousal, numbing, fears and increased aggression (Bogat, DeJonghe, 
Levendosky, Davidson, & Von-Eye, 2006).  It also appears that violence against women 
increases the risks of the most common diseases among children at one year of age, 
such as diarrheal diseases and lower respiratory tract infections. This has been 
hypothesised to be due to abused mothers being depressed, emotionally stressed, 
socially isolated and less likely to be able to seek external support when needed (Asling-
Monemi, Naved, & Persson, 2009). Research by Bair-Merritt et al (2008) shows that 
children of mothers disclosing DV tended to be less likely to have the recommended 
five well-child visits within the first year of life and were significantly less likely to be 
fully immunised at two years of age. 
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 At older ages, other negative impacts on children become evident. Reports show 
that toddlers and preschool children exposed to DV were often at increased risks of 
emotional and behavioural problems (Henning, Leitenberg, Coffey, Turner, & Bennett, 
1996). Similarly, in a sample of 85 pre-schoolers (25–59 months) who were exposed to 
household violence, investigators found significant links between child behavioural 
problems, marital violence, higher maternal stress, and impaired quality of the mother-
child relationship (Lieberman, Van-Horn, & Ozer, 2005). In a study that compared 89 
adolescents who were exposed to DV to 96 adolescents who were not exposed, it was 
found that the exposed adolescents were more likely to replicate the household violence 
in their interaction with peers, especially those who had been doubly exposed to 
violence through parental violence and personal physical abuse (Pelcovitz, Kaplan, 
DeRosa, Mandel, & Salzinger, 2000). To combat these considerable impacts on health, 
it is essential that health care workers play an important role in identifying and 
supporting children who are indirect victims of DV. 
2.2.3 Impact on the local economy  
Domestic violence creates an economic burden for the community because it 
decreases productivity and increases the use of social services. Sometimes the husband 
may interfere with the woman’s endeavour to integrate into the workplace (Tolman & 
Raphael, 2000). The husband may hinder the woman in doing her homework 
assignments; make an argument with the woman just the night before an important 
examination or job interview, switch off alarm clocks, destroy clothing, or physically 
assault the woman with facial injuries before job interviews (Tolman & Raphael, 2000). 
A study in India indicated that nearly 15% of abused women lost their paid jobs, and 
over 10% could not manage their housework (IndiaSAFE Steering Commitee, 1999). 
Chapter 2: Literature review Page 17 
 
The abusers do not only affect overall chances of a woman being employed, but also 
influence their ability to earn money and keep their jobs (Browne, Salomon, & Bassuk, 
1999; Lloyd & Taluc, 1999). The abusers weaken the women’s self-confidence in 
learning and make the women feel guilty about leaving children with outside child care 
providers (Tolman & Raphael, 2000). Evidence also shows that apart from other causes 
that might affect the women’s ability to earn, DV appeared to be a significant factor 
which caused abused women to earn nearly 50% less than other women (Morrison & 
Orlando, 1999). Recent studies have shown that although the rate of women 
participating in the labour market is high and has increased in Vietnam in recent years; 
there are still considerable gender disparities in income, economic chances and time 
spent on work (T. B. T. Nguyen, Dao, Moser, & Pham, 2009) 
Abused women receive lower personal incomes and likely need more assistance 
and support than other women (Lloyd & Taluc, 1999). A huge amount is spent on key 
public services to support these women. These costs are associated with police services, 
civil justice, housing and refuges, social and healthcare services (Walby, 2004). Apart 
from high costs at household and community levels (International Center for Research 
on Women, 2009), studies have also emphasised the costs that DV cause for both 
industrialized and developing nations (Drummond & Rydstrom, 2004). In fact, it was 
reported that DV can affect a country’s progress toward the Millennium Development 
Goals (United Nations Development Programme, 2009). 
In addition to the direct costs, indirect costs, which are incurred when the women 
leave the abusive relationship, are also significant. For instance, the women may need to 
be set up with new accommodation or replace damaged or lost household items and pay 
for new school uniforms if the children change schools (Laing & Bobic, 2002). An 
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analysis of national data about DV related costs conducted in the U.S revealed that the 
country spent $5.8 billion dollars on solving the consequences of this violence in 1995, 
which included $320 million for rapes, $4.2 billion for physical assault, $342 million 
for stalking, and $893 million for murders. Updated to 2003 dollars, costs would total 
more than $8.3 billion (Max, Rice, Finkelstein, Bardwell, & Leadbetter, 2004). In 
Australia, the annual cost of this violence to the business sector was reported at about 
$1.5 billion, where an approximate cost of an individual case was almost $10,000 
(Laing & Bobic, 2002). However, the real cost for DV may be much higher than this 
estimate as this calculation has not taken into account the costs associated with child 
abuse, which is usually a related consequence of DV (Laing & Bobic, 2002).  
2.3 Domestic violence in the Vietnamese context 
2.3.1 Cultural values and traditional gender norm related issues 
The Vietnamese culture springs from Confucianism. Within this tradition, 
Vietnamese women are characterised with four values (tu duc): Cong (hard work), 
Dung (good looking), Ngon (good communication), Hanh (virtuous behaviour) (Go et 
al., 2002; Ngo, 2004). Informed by these values, women’s roles are for the most part 
associated with housework, procreation and bringing up children (Barry, 1996). Their 
most important duty in the family as mothers, wives or daughters-in-law, is to maintain 
“family values” and “family harmony” (Gardsbane et al., 2010). Men and women still 
continue to hold old-fashioned attitudes regarding inequitable gender relations, where 
husbands are decision-makers in the family while the wife’s role is to look after the 
family and she must respect her husbands’ supremacy  (Luke et al., 2007; D. V. Nguyen 
& Krantz, 2009a). Husbands are expected to have a good occupation and his role should 
be as the breadwinner of the family (Gammeltoft, 2001). The men are encouraged to 
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socialise, develop their relationships with others, especially with other men to 
strengthen their reputation in the society (Phinney, 2008). A few studies indicated that 
men would have more chance to travel and engage in extramarital relationships than 
women (T. B. T. Nguyen et al., 2009; Phinney, 2008).  
Although the rate of divorce has been rising, family is always an important part of 
the Vietnamese culture. Before moving to live with the family in law, women still tend 
to stay in their parents’ house until they get married (Barry, 1996). Divorced women are 
often condemned even when they are leaving an abusive relationship (International 
Organization on Migration, 2009; S. H. Vu, 2009). Since 1930, the Vietnamese 
Communist Party has promoted women’s liberation and gender equity. However, while 
government policies try to strengthen women’s rights, they still do so under the context 
of old constructs of gender discrimination with the ideal of the “happy family”. 
Therefore, preventing violence against women is largely viewed as a way of preserving 
and supporting family harmony with the traditional roles of women as wives, mothers 
and custodians (Gardsbane et al., 2010) 
2.3.2 Domestic violence and its consequences 
High prevalence of DV has been recorded in Vietnam for many years. A small-
scale study on DV carried out by the Vietnam Women’s Union in 1997 in the northern 
provinces of Hanoi, Ha Tay, and Thai Binh revealed that DV was a widespread problem 
which affected women from all social and geographical groupings (M. L. Vu et al., 
2000). In the same year, analysis of data from the country also showed that 37% of 
married women had been abused by their husbands at some time (Luke et al., 2007). As 
cited in a report of Bourke-Martignoni (2001), incomplete statistics provided by 18 
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provinces and cities between 1990 and 1998, recorded 11,360 cases of DV requiring 
intervention by the authorities. 
Physical violence   
Domestic violence was not only recorded at a high prevalence, but the types of 
DV experienced by Vietnamese women were also very complex. Physical violence is 
the most commonly reported type of domestic violence, although even it is under-
reported (Gardsbane et al., 2010). Findings of a PhD candidate’s study in 2009 (D. V. 
Nguyen et al., 2009b) conducted in a rural district in Vietnam indicated that the lifetime 
prevalence of physical violence among married women was 30.9% (n=273) and past 
year incidence was 8.3%, while the corresponding figures for physical and sexual 
violence combined was 32.7% and 9.2%. Estimates may vary depending on the study 
design as well as the definition of violence, but in small-scale quantitative studies in 
both rural and city areas, between 16 and 37% of women reported they had suffered 
from physical abuse (Luke et al., 2007; D. V. Nguyen, 2008; United Nations Population 
Fund (UNFPA), 2007).  
A survey among married men that investigated the prevalence of both current and 
lifetime physical partner abuse, found that a total of 47% (n = 148) of the sampled 
participants were identified as current physical abusers and 68% (n = 214) as past 
abusers (T. D. Nguyen, 2006). Another study of 465 couples also showed that 50% of 
husbands said they beat their wives while only 37% women reported they were abused 
(Bui et al., 2004), providing evidence that women usually under-reported and accepted 
the violence they experienced (Gardsbane et al., 2010). This phenomenon could indicate 
that it is still widely believed that a husband has the right to beat his wife (and children), 
particularly if it is in the context of “discipline” or “education” (D. V. Nguyen & 
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Krantz, 2009a; Unicef Vietnam, 2006; M. L. Vu et al., 2000). Therefore, the real figures 
may be much higher than current statistics on this phenomenon show (Bourke-
Martignoni, 2001). 
Viewed from a different angle, a group discussion between community 
representatives who were asked to discuss their general experience regarding DV in the 
community where they were living (not about their own personal experience about DV) 
was conducted (M. L. Vu et al., 2000). Participants reported that there were not often 
situations of verbal and physical abuse which were serious enough to draw the attention 
of neighbours. Participants attempted to estimate varying frequencies of DV occurring 
in their community. Women in Ho Chi Minh City reported that while verbal abuse 
occurred in around 20% of families, physical violence happened in less than 10% of 
families. A rural male group in Hanoi reported that some forms of DV occurred in 
approximately 10% of families in their commune, while a rural female group in this city 
believed that less than 5% of women in the commune experienced serious violence. A 
city male group in Hue believed that about 50% of wives were verbally abused by their 
husbands. However, it must be noted that these estimations did not include occasional 
forms of DV, which are considered “normal”. While the closeness of these estimation 
may not be absolute, they at least provide an idea regarding the scope of DV in 
Vietnamese communities (M. L. Vu et al., 2000). 
Sexual violence  
Always considered a sensitive issue, sexual violence is generally under-reported, 
especially in countries such as Vietnam where sexuality is not openly discussed, 
therefore reporting is even expected to be lower (Gardsbane et al., 2010). A study 
conducted by the Vietnam Parliamentary Committee for Social Affairs in eight 
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provinces and cities reported that around 30% of women said that they had been forced 
to have sex by their spouses (D. V. Nguyen, 2008). Data presented by a counselling 
centre in CuaLo, Nghe An Province, indicated that 42 of the 107 women reported sexual 
violence (S. H. Vu, 2009). People have differing beliefs about this issue. Although they 
generally believe that the husbands should not force their wives to have sex, they still 
believe that wives should fulfil their husband’s sexual demands (Phan, 2008; S. H. Vu, 
2009). A female participant in a group discussion of one study even said that husbands 
have the right to have sex with their wives and as it is his right, it could not be illegal 
(M. L. Vu et al., 2000). 
Sexuality has not traditionally been a subject for public discussion in Vietnam. 
Therefore, it is a challenge to estimate the real prevalence of forced sex. Most of the 
cases where forced sex was reported rose from situations of divorce, or conflicts that 
required intervention from community institutions. Legal professionals indicated that 
there is evidence of forced sex in many divorce cases, but the frequency of this abuse 
cannot be measured. Most of the time, the reason for divorce reported by the couple was 
“incompatibility of the husband’s and the wife’s characters” (M. L. Vu et al., 2000). 
Emotional abuse 
Emotional violence severely affects women’s mental health. This kind of violence 
could include using curse words, using insults, threatening behaviours or controlling 
and prohibiting the women from participating in social activities. Studies have reported 
that the prevalence of emotional violence varies from 19 to 55% (D. V. Nguyen et al., 
2009b; United Nations Population Fund Viet Nam, 2007). Data from a study of 600 
women in Hai Phong reported that 19.6% of them suffered from emotional abuse, most 
commonly through verbal humiliation, by their spouses (Gardsbane et al., 2010). 
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Another study of 883 married women conducted by Vung et al (2009b) showed that the 
prevalence of psychological abuse overall was 55%. This study also further reported 
detailed data about different forms of emotional abuse:  
- 20% of women were offended or made to feel bad about themselves  
- 10.6% were humbled and belittled 
- 49.2% were frightened on purpose 
- 12.9% were threatened they, or someone they cared about, would be damaged 
(Vung et al 2009)  
As with sexual violence, it is very difficult to identify emotional violence because 
visible signs of harm may sometimes by difficult to recognize. Additionally, evidence 
also shows that the abused women’s perception is that they accept the situation if their 
husbands swear or shout at them (Gardsbane et al., 2010). Viet Nam Women’s Union 
reported that a high proportion of participants in a study said that it is acceptable for the 
husbands to use swear words if: their wives do not obey them (51.3%); their wives do 
not take care of them and their children (50.2%), the wives were insolent toward them 
(46.0%); the wives were spending money without his opinion (44.6%); the wives were 
lazy (40.1%); or the wives were not good at earning money (32.8%) (Viet Nam 
Women’s Union, 2001).  
Ignoring each other or “cold war” was the most common solution for couples 
when conflicts occurred. Husbands and wives kept quiet and did not talk to each other 
for a while. This approach was not generally considered to be a kind of violence. 
However, evidence showed that 75% of husbands neglected their spouses at some point. 
There is evidence that emotional abuse usually appeared in circumstances when the 
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husband was having an extramarital relationship or was attempting to divorce his wife 
(M. L. Vu et al., 2000). 
Children witness DV 
It is very common for Vietnamese children to witness DV (M. L. Vu et al., 2000). The 
United Nations Children's Fund (UNICEF) reported that there was an alarmingly high 
rate of DV and children’s exposure to DV. While adults tend to perceive children’s 
witnessing of DV as not being harmful (as long as the children are not physically 
harmed themselves), in fact, it is incredibly detrimental to their health and well-being 
(Unicef Vietnam, 2006). Furthermore, there was evidence that childhood exposure to 
inter-parental violence was a risk factor for future intimate partner violence. Nguyen 
and Krantz (2009a) observed that the risk of lifetime and past-year physical and sexual 
violence was significantly higher for those who had witnessed inter-parental violence 
during childhood than those with no such experience. It may be because women who 
had witnessed DV during their childhood had a more tolerant attitude and so were more 
likely to accept the violence happening in their future marital relationships than those 
without such experience (D. V. Nguyen & Krantz, 2009a). Due to the extent of the issue 
in the scope of the health care sector, it raises concerns about what health professionals 
should do to support and help the victims of DV. 
2.3.3 A national issue 
Vietnam signed the convention on the Elimination of All Forms of Discrimination 
against Women (CEDAW) in 1982. Domestic violence has been addressed in several 
aspects of legislation since 1992. In July 2004, a Decision (number 130/2004/QD-TTG) 
was signed by the Prime Minister to approve Vietnam’s National Plan of Action for 
2004-2010 against trafficking of women and children (The Vietnamese Prime Minister, 
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2004). One year later, with the purpose of reducing DV against women, another 
Decision (number 106/2005/QD-TTg) entitled “Vietnam’s Strategy on the Family” was 
issued (The Vietnamese Prime Minister, 2005). The 2006 Law on gender equality with 
implementation coordinated by Ministry of Labour, Invalids and Social Affairs 
(MOLISA) targeted gender equality in all aspects of life and defined clearly the 
responsibilities of institutions, organisations, family and individuals in obeying the law. 
Recently, a Law “Law Prevention and Control of Domestic Violence” was promulgated 
(The National Assembly of Vietnam, 2007). These documents partly demonstrate the 
efforts of the Government towards preventing DV against women and children in 
Vietnam. 
The government has also issued decrees, circulars and national plans of action 
which outline responsibilities and roles in implementing, monitoring, reporting, 
coordinating and budgeting for GBV. However, implementation would require more 
clear monitoring and evaluation guidelines, a multi-sectoral and high-level coordination 
mechanism and sufficient allocated fund (Gardsbane et al., 2010). 
2.4 Domestic violence in health professionals’ practice 
2.4.1 The global context  
According to the WHO (Krug et al., 2002), in recent years, attention has turned 
towards reforming the response of health care providers towards victims of abuse. 
Health sectors are good entry points for screening and treating abused women.  Most 
women come into contact with the health system at some point in their lives – when 
they seek contraception, for instance, or give birth or seek care for their children. 
Domestic violence related interventions could also be implemented in health sectors 
under collaboration with some non-government organisations (Gardsbane et al., 2010). 
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This makes the health care setting an important area where women who experience DV 
can be identified, provided with personal counselling and referred if necessary to 
specialized services (Krug et al., 2002). Health professionals should take the role and 
responsibility for raising the issue with individual patients, monitoring the cases, 
expanding the information, and assisting in enhancing skills and awareness among local 
authorities and others involved (Krantz, Phuong, Larsson, Thuan, & Ringsberg, 2005; 
Krug et al., 2002).  
Identification of victims who experience DV is an extremely important task for 
nurses and doctors. A study suggested that it resulted in negative apprehension in 50% 
of women in emergency units, as their abuse is underrated or ignored (Olive, 2007). 
Many studies have shown that during the entry process, screening and asking clients 
questions about their possible histories of suffering DV were recognized as a beneficial 
practice in the health care setting (Du Plat-Jones, 2006; Fulton, 2000; Krug et al., 2002). 
Screening usually increased the identifications two fold. Similarly, screening does not 
cause harm and has been found to increase identification of victims of domestic 
violence (Taft et al., 2013). In order to accurately identify victims when the clients 
access health care services, it is essential to acquire a history and conduct a physical 
examination (Ramsay, Richardson, Carter, Davidson, & Feder, 2002). Olive (2007) also 
recommends that medical record reminders need to be introduced in order to enhance 
the abuse screening skills of nurses in emergency units. Screening instruments which 
are designed for health care settings could accurately identify women who experience 
DV. Screening women for DV can reduce DV and improve health outcomes depending 
on the population (Nelson, Bougatsos, & Blazina, 2012).  
The role of health professionals in supporting and helping children who are living 
with DV has received considerable critical attention in recent years. In a study on DV 
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and child protective services (Lewin et al., 2010), it was also emphasised that nurses 
need to develop a comprehensive family history and an assessment of parenting skills 
for patients in bringing up their children. According to Onyskiw (2002), all health 
practitioners need to be aware of the adverse effects of witnessing DV on children’s 
health. Therefore, clinical assessment of children in all medical facilities should 
routinely include questions about the existence of violence at home. All health 
professionals should become actively involved in breaking the silence surrounding 
violence, so that they can provide appropriate and effective services (Du Plat-Jones, 
2006).  
However, some studies show evidence that health workers rarely take part in 
identifying and supporting women exposed to DV. A study in the UK demonstrated that 
although the attitudes of healthcare workers to DV were generally sympathetic and 
supportive, they lacked the fundamental knowledge and skills for identifying and 
discussing this issue with patients (Cann et al., 2001). The majority of health workers 
believed that the prevalence of DV in their practice was 1% or less; or had never 
identified and helped an abused person or attended any educational programs on DV in 
the past year (Sugg et al., 1999). The reason for this was partly explained in a study 
conducted in Japan showing that it is very difficult for health workers to become 
proactive because their understanding is concealed within traditional belief systems and 
no structure or policies are readily available (Inoue & Armitage, 2006). Local 
authorities such as judges, police, reconciliation groups and health care workers still 
lack knowledge about DV. They also have limited gender-sensitive attitudes and skills 
to work with women who are victims of DV. They still maintain the belief that DV is a 
“family issue” and so this may prevent the women from seeking support services 
(Gardsbane et al., 2010).  
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Therefore, domestic violence often goes undetected. Most women choose to keep 
silent and not start a discussion about the violence with their health care providers. 
Women who experience DV, especially sexual violence, are significantly more likely 
than other women to recall a recent time when they were too uncomfortable or 
embarrassed to discuss a medical problem with their physicians. In cases where the 
women had discussed the violence with their doctors, 74% of these conversations were 
started by the women (Plichta & Falik, 2001). This may be because of doctor's fears that 
exploring the problem would be time-consuming; their knowledge is lacking; and they 
feel powerless to change the situation. Women even had the feeling that doctors were 
unsympathetic or hostile, so the women hesitated to talk about their problem. However, 
women wish to be screened routinely about physical violence and want to receive 
immediate counselling and advice about their options when necessary (J  Richardson & 
Feder, 1996). Women experience a range of social and health problems associated with 
domestic violence, including anxiety, depression, and unwanted pregnancy. However, 
none of these problems itself is specific enough to considered an indicator of violence. 
Therefore, doctors should routinely ask the women direct questions about DV (J  
Richardson & Feder, 1996). 
For frontline health care deliverers, victims of DV are special clients to whom 
nurses and doctors need to supply personal counselling support. In order to help abuse 
victims, Olive (2007) reported that there are three domains that nurses should focus on: 
supplying physical, psychological and emotional support; improving safety of the 
victims and their children; and advancing self-efficacy. Nurses can promote self-
efficacy by receiving training in providing information regarding DV and offering 
support and options that women can access. Similarly, authors in another study 
recommend that nurses can support women who experience DV by listening, 
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communicating, validating their decisions, emphasising the unacceptability of violence 
in the family and assisting their children (Siddle & Jones, 2002). However, many health 
care workers lack confidence in how to treat domestic violence against women. They 
hesitate due to a lack of knowledge regarding the importance of the problem in their 
own work area. Health professionals suggested that DV should be the responsibility of 
local authorities rather than the healthcare services (D. V. Nguyen, 2008). 
Referral of victims of DV to services where they can benefit is also recommended 
as an important task for nurses and doctors. Olive (2007) recommended places/services 
to which health professionals can refer victims of DV, including local and international 
help and support, agencies and professionals. Other authors (Othman & Adenan, 2008) 
agreed that nurses and doctors need to be aware of local information associated with 
DV, such as its legal aspects or resources so they can refer the abused patients for 
support. 
2.4.2 The Vietnamese context. 
DV victims support models.  
Very few studies into DV in the health sector in Vietnam have been conducted. In 
the last ten years, two small-scale projects that included screening clients for DV in two 
Vietnamese hospitals were reported. The first project was conducted in 2001 in the 
Family Planning Unit of Tu Du hospital. In the project, staff in the Family Planning unit 
were trained in a Comprehensive Abortion Care Model. The purpose of this model was 
to provide high quality counselling to abortion clients. The counselling included 10 
steps including one related to screening for DV. Finally, based on the interaction 
between counsellors and clients, it was recognized that it is necessary to train all 
counsellors to screen for DV and to support victims. The unit had a clear procedure to 
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support victims, which provides them with the phone number and address of four 
counselling centres in Ho Chi Minh City; however, contact details for other services 
such as legal assistance were not included in the procedure and they did not collect data 
surrounding new cases or follow–up the cases (United Nations Population Fund Viet 
Nam, 2007). 
The second project was conducted in Duc Giang general hospital and two health 
centres in Gia Lam districts (Long Bien and Ngoc Thuy) in 2002. All staff in the 
hospital and health centres was trained regarding knowledge about DV, skills in 
counselling and working with the victims. Procedures were developed by the project for 
screening and documenting DV cases. The health sector, local authorities, mass 
organizations, police and the courts worked together in order to deal effectively with 
cases using a multi-sectoral approach. An external evaluation was conducted three years 
later, in 2005 and found that there were positive changes in attitudes and awareness 
amongst health workers who screened the cases more actively. It was also found that 
they could provide clients with particular supports and could work more closely with 
other sectors. The two projects put forward recommendations that the situation needed 
urgent action, including: (1) a need to develop health policies on DV; (2) a need to 
develop norms and protocols on DV (as there is no standardised way to treat and 
document the victims); (3) a need to train health staff (not only training courses at 
workplaces but also integrated subjects in academic education at universities and health 
schools); and (4) a need to integrate DV into the existing health management 
information systems. These were recommended as there is no standardised data 
collection system for DV in the health sector. It was recognised that it is impossible to 
estimate the number of women who are victims of DV and provide them with adequate 
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support unless there are good quality information systems (United Nations Population 
Fund Viet Nam, 2007).  
In 2009, a very good model about how to respond to women who are victims of 
DV was suggested by the Ministry of Health. When health providers identified a victim 
of DV by screening, they would refer her to counselling centres that may be located on 
hospital premises or may be working in collaboration with the hospital at another site. 
In addition to providing treatment for physical and psychological injuries, health 
facilities can also arrange a temporary refuge for the women to stay for some time, in 
order to protect her from further violence (Counselling Centre of Women’s Health, 
2009). The success of these integrated models in addressing DV at health facilities 
helped the Ministry of Health (MOH) move forward in developing policies to respond 
to the victims of DV. In addition to the Circular on Domestic Violence, the MOH 
modified its National Standards and Guidelines on Reproductive Health Care with a 
new separate chapter on working with victims of DV (pending approval). 
Unfortunately, these policies have not yet been implemented widely (Gardsbane et al., 
2010). 
In Vietnam, there are also some counselling centres for DV victims established as 
projects of non-government organisations such as the Center for Health Initiative 
Population (CCIHP) and United Nations Population Fund (UNFPA). These centres 
provide counselling on mental health, self-esteem, stress, safety planning, and decision-
making, and make referrals to other legal services where needed. These centres also 
provide services to the victims who have been referred from networks at the community 
level, commune health workers, and others linked with mass organisations such as the 
women’s union. However, these models were still in the early stages and there were still 
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difficulties such as the lack of referral services and limited capacity of health workers 
(Gardsbane et al., 2010). 
The media is also employed as a useful approach to support women who are 
experiencing DV. For decades, the weekly Vietnam Women newspaper has included a 
special section for women who are facing problems in their family life. In this section, 
the newspaper’s editor provides advice to solve problem or conflicts occurring in the 
woman’s home. The success of model has encouraged other newspapers to imitate this 
example. Counselling centres have been set up in Hanoi and Ho Chi Minh City. The 
Centre for Counselling on Love, Marriage, and the Family was the first counselling 
centre in Vietnam, located in Ho Chi Minh City, by the Vietnam Youth Association 
eight years ago. The centre has a telephone hotline which provides direct counselling 
and regular mail services. Lawyers, medical doctors and specialists from various social 
science areas are employed as specialists in this centre. 
This section has outlined models which have currently been set up in Vietnam to 
support women who suffer from DV. However, the limitation of this section is that there 
are not many studies or much research evidence regarding how health professionals 
interact within these models, or how they have helped the women involved. This may 
partly reflect the lack of evidence regarding responses of nurses and doctor toward DV 
in the country. Therefore, it is timely for researchers to focus more on building up the 
body of knowledge regarding DV against women from a health care perspective in 
Vietnam.  
Legislation 
In the Vietnamese health care practice system, the role of nurses and doctors in 
identification of victims is clearly defined in the Law on Prevention and Control of 
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Domestic Violence (The National Assembly of Vietnam, 2007) and in the Guideline on 
Receiving, Caring, Doing statistics and Reporting cases for victims of domestic 
violence entering clinical settings (Ministry of Health, 2009). All patients who enter 
health care services will be critically screened and questioned about their histories 
regarding DV. These official regulations have also recommended that, in terms of 
supporting the victims, health professionals have the responsibility for providing care 
and treatment, consultancy and arranging temporary dwellings (Ministry of Health, 
2009; The National Assembly of Vietnam, 2007). In these documents, some centres 
have been assigned as places where health workers can refer the women who experience 
DV, including social-sponsoring centres, centres for support of abuse victims, 
consulting centres for preventing and controlling DV, and other social welfare groups in 
the community. In clause 27, 28 and 29 of the Law, the roles of these three centres are 
quite similar: taking care, psychological consultancy, temporary accommodation 
arrangements and providing essential conditions to the victims.  Although they are 
different places where abused women and their children can ask for help, they usually 
supply the same services to abused people. 
The most recent relevant circular from the Ministry of Health (2009) entitled 
“Guidelines on Receiving, Caring, Doing Statistics and Reporting Cases for Victims of 
Domestic Violence Entering Clinical Settings – No 16/2009/TT-BYT” was issued on 22 
September 2009. This document includes five sections focusing on the following 
guidelines to identify victims of DV; content on how to take care of and treat the 
victims; instructions for gathering statistics and reporting the cases and implementing 
directions. Although this document can be seen as a detailed guideline, in fact, at 
hospital level, nurses and doctors are likely to not assume responsibilities in 
recognizing, supporting and reporting cases that are exposed to DV. A review of 
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medical records of three central hospitals in Hanoi (Bachmai, Vietduc and National 
Paediatric) in April 2010, conducted by the principal researcher of this project, revealed 
that there were no guidelines for doctors and nurses to recognize and support women 
who suffer from DV.  
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Chapter 3: Theoretical framework 
3.1 Introduction 
In recent years, researchers and practitioners in health behaviour and health 
education have paid increasing attention to the larger environment in which behaviour 
occurs. Most interventions to change health behaviour are based on ideas about what 
will work. Some are guided by formally stated theories. A theory provides a bridge from 
a finding in one study to another. Using well-defined constructs allows researchers to 
compare findings across studies to identify “active ingredients”. Using well-developed 
constructs can help to identify when findings from one population are likely to 
generalize to another population (Glanz, Rimer, & Viswanath, 2008). 
In order to select the most appropriate theory as a conceptual framework for a 
study, there are three criteria identified (Glanz et al., 2008). First, a theory must meet 
basic standards of adequacy for research and practice, thus having the potential for 
effective use by health educators and practitioners. Second, there must be evidence that 
the theory is being used in contemporary health behaviour and health education 
research. The third criterion is that there must be at least promising, if not substantial, 
empirical evidence supporting the theory’s validity in predicting or changing health 
behaviour. Additionally, different theories are best suited to different units of practice 
such as individuals, groups, and organisations. Therefore, the choice of a suitable theory 
should also begin with identifying the problem, goal, and units of practice (Sussman & 
Sussman, 2001). 
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Theories that focus on beliefs and actions of individuals were among the first 
theories of health behaviour to be developed and remain widely used today. Many are a 
variation on others, sharing key constructs, such as self-efficacy, or assumptions, such 
as progressing through a series of stages before behaviours get adopted. Theories also 
differ in their focus on different variables or processes (Glanz et al., 2008). Some 
theories are much more widely used than others, and the use of some has increased 
markedly overtime. Among health behaviour theories that focus on individuals, three of 
them are widely cited and used including: the Health Belief Model (HBM), the Theory 
of Planned Behaviour (TPB), and the Trans-theoretical Model (TTM) (Noar & 
Zimmerman, 2005). This chapter briefly introduces the key constructs of theory of 
planned behaviour. In comparisons with HBM and TTM, the rationale for choosing the 
Theory of Planned Behaviour for this study will then be presented.  
3.2 Overview of theory of planned behaviour 
Ajzen and Fishbein (Fishbein & Ajzen, 1975) proposed the Theory of Reasoned 
Action (TRA) in which  attitudes and subjective norms, both intrapersonal factors, 
constitute the fundamental building blocks of the theory. Attitudes and subjective norms 
influence behavioural intention that is the immediate determinant of behaviour. These 
relationships are depicted as follows: 
Behaviour ~ Intention to Perform the Behaviour 
Intention = Attitude toward Behaviour + Subjective Norm for Behaviour  
(Where: ~ means a function of) 
Attitude toward behaviour is the overall evaluation of the consequences 
(outcomes) of performing the behaviour as either positive or negative. When the 
evaluation of the behaviour outcome is primarily desirable, the result is a positive 
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attitude, whereas a negative attitude results when the evaluation is primarily 
undesirable. The second component of intention is subjective norms which are 
individuals’ beliefs about whether significant others expect them to engage in the 
behaviour - that is, would they approve or disapprove - and the motivation of the 
individual to comply with others’ expectations. The TRA assumes that behaviour is 
under volitional control, that is, that there are no barriers to performance of the intended 
behaviour. Ajzen (1991) in a critique of the TRA, commented that the behaviour is not 
completely under the control of the individual. Therefore, he added the third variable, 
Perceived Behavioural Control (PBC) to TRA. This extended theory then was labelled 
as the Theory of Planned Behaviour (TPB). 
 
 
 
                                                    
Where: PBC is Perceived Behavioural Control              
In the TRA/TPB models, attitudes, subjective norms and Perceived Behavioural 
Controls are constructed based on the individual’s salient beliefs (Ajzen, 1991; Fishbein 
Behaviour Intentions 
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behavioral 
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Outcome evaluation 
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Motivation to comply 
Control belief strength 
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Perceived power 
Figure 3.1. The Theory of Planned Behaviour 
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& Ajzen, 1975; Francis et al., 2004). The attitudes are composed of the combination 
between Behavioural Beliefs Strength (beliefs regarding behavioural outcome) and 
Outcome Evaluation (evaluation of the advantages and disadvantages of the outcome of 
the behaviour). Subjective norms are believed to result from the association of 
Normative Beliefs Strength (beliefs regarding how important people will 
approve/disapprove of the behaviour) and Motivation to Comply (the motivation to 
comply with important people). Perceived Behaviour Control reflects the combination 
between Control Beliefs Strength (beliefs about what enables or prevents performance 
of the behaviour) and Perceived Power (perception of the power of these factors to limit 
or enhance performance of the behaviour). 
3.3 Rationale for choosing the Theory of Planned Behaviour  
Effective health related interventions depend on marshalling the most appropriate 
theory and practice strategies for a given situation (Glanz et al., 2008). As discussed 
above, among health behaviour theories that focus on individuals, three of them are 
widely cited and used including: the Health Belief Model (HBM), the Theory of 
Planned Behaviour (TPB), and the Trans-theoretical Model (TTM) (Noar & 
Zimmerman, 2005). The following section will examine the rationale for choosing the 
Theory of Planned Behaviour (TPB) as the conceptual framework for this study. 
For theory to drive intervention, it must provide a framework of selected 
important factors that truly influence the behaviour among many possible associated 
factors. The TPB is particularly useful in this regard (Glanz et al., 2008). The TPB 
provides a framework to guide research that can empirically identify factors on which 
intervention efforts should focus (Glanz et al., 2008). It may be one of the best models 
to implement strategies for intervention following the study. 
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In contrast, constructs in the HBM have received substantial empirical support for 
their ability to predict behaviour based on co-relational studies (Janz & Becker, 1984) 
but to lesser extent in intervention studies (Albarracin, 2005). Shattuck (2002) used the 
HBM as a theoretical framework to develop an in-service training curriculum for health 
staff to screen for DV in a public health department. However, to our knowledge, no 
systematic reviews or meta-analyses have yet been done of HBM interventions across a 
range of health behaviours that determines whether interventions designed using the 
model are more effective than those designed in some other way (Glanz et al., 2008).  
Similarly, the TTM has been used as the foundation of numerous health 
interventions. A meta-analysis explored interventions based on the TTM across many 
health issues such as smoking cessation, physical activity, weight control and 
mammography screening (Noar, Benac, & Harris, 2007). Glanz (2008), indicated that 
some reviews do not support the effectiveness of stage-based interventions to change 
behaviours and that some studies underestimate the power of TTM and focus on the 
stages of change only, interventions therefore lack the potentially significant personal 
influences upon behaviour change. In addition, TTM argues that people are in different 
stages of readiness to make health behaviour changes, and these stages are qualitatively 
different with respect to the constructs and processes that move people closer to 
behaviour. TTM postulates that people should receive interventions appropriate for their 
stage in the behaviour change process. If TTM assumptions are correct, treating people 
as though they are all the same inevitably dilutes the impact of interventions (Glanz et 
al., 2008). For example, if a nurse is unaware about the importance of responses to the 
victim of DV, providing detailed information about how to respond effectively may be 
pointless. It would be far better to raise awareness of negative impacts associated with 
Chapter 3: Theoretical framework Page 40 
 
failure in responding to the victim and the benefits to be achieved from behavioural 
change (from non-response to response). 
In term of measurements, the HBM can be a sparing model in terms of the number 
of question needed to assess key constructs, requiring as few as six questions in total. 
HBM constructs can be measured by a variety of techniques, ranging from clinical 
interviews to population-based surveys. Although substantial HBM measurement work 
has occurred in select topic areas, the HBM has never had the kind of broad-based 
standardised measurement approaches as those called for in the Theory of Planned 
Behaviour (Glanz et al., 2008). The TPB provides excellent frameworks to 
conceptualize, measure, and identify factors that affect behaviour (Glanz et al., 2008). 
With regards to the TTM, a concern is that stages of change may be just another 
way of measuring behavioural intentions. Current measures of stages of change place 
people in categories ranging from inaction to action, and these measures share 
substantial similarity with intention measures that assess whether one is unlikely or 
likely to act (Sutton, 2001).  Stage of change and behavioural intentions are often 
correlated highly, suggesting significant overlap in the two constructs (de Vet, de 
Nooijer, de Vries, & Brug, 2007). Therefore, with the purpose of predicting intention in 
this study, it is reasonable to choose the TPB as a theoretical framework as the TPB has 
a more clear focus on the factors that influence the intentions. 
The HBM is limited, in that is a cognitively based model and does not consider 
the emotional component of behaviour (Glanz et al., 2008). Witte (1992) considers fear 
an essential part of a health-related behaviour, defined as a negative emotion 
accompanied by a high state of arousal. Fear was significantly predicted by perceived 
risk, benefits, and self-efficacy; fear together with barrier, then predicted the actual 
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behaviour (V. Champion, Skinner, & Menon, 2005; V. L. Champion, Menon, Rawl, & 
Skinner, 2004; Rogers & Prentice-Dunn, 1997).  
In focusing on individuals’ health-related perceptions, the HBM does not 
explicitly address important social, interpersonal, and contextual issues. This 
observation is relevant to most individually focused theories of health behaviour. In 
contrast, the TPB explicitly addresses not only issues at the individual level, including 
belief and attitudes, but also interpersonal factors defined as subjective norms which 
play an important role in shaping health behaviours (Nutbeam & Harris, 2004). HBM 
may also miss important factors that are not intrinsically health-related but play an 
important role in shaping health behaviours (Glanz et al., 2008). 
In conclusion, the TPB is an appropriate framework to identify underlying beliefs 
relevant to individuals, thereby affecting their attitudes, norms and PBC that allow 
applicants to understand their reasons from non-intenders to intenders in motivating the 
behaviour of interest.  
3.4 A closer look at the Theory of Planned Behaviour 
3.4.1 Measuring components of the Theory of Planned Behaviour 
3.4.1.1 Direct measures 
In addition to the indirect measures computed from behavioural, normative, and 
control beliefs, it is important to obtain a “direct measure” of each model component. A 
direct measure of attitude asks about the person’s overall attitude toward performing the 
behaviour, using semantically differential scale items, such as “good-bad” and 
“pleasant-unpleasant” and summing them. A direct measure of subjective norm uses a 
single item, asking the person to rate “most people important to me think I should” 
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perform the behaviour. The direct measure of Perceived Behavioural Control generally 
uses semantic differential scale items such as “under my control-not under my control” 
and “easy-difficult” (Ajzen, 1991, 2005, 2006; Fishbein & Ajzen, 1975; Francis et al., 
2004; Glanz et al., 2008).  
3.4.1.2 Indirect measures  
Antecedents of attitudes toward the behaviour 
Attitude is determined by the individual’s beliefs about outcomes or attributes of 
performing the behaviour (behavioural beliefs), weighted by evaluations of those 
outcomes or attributes. Thus, a person who holds strong beliefs that positively valued 
outcomes will result from performing the behaviour will have a positive attitude toward 
the behaviour. Conversely, a person who holds strong beliefs that negatively valued 
outcomes will result from the behaviour will have a negative attitude (Ajzen, 1991, 
2005, 2006; Francis et al., 2004). 
AB =  Σ biei 
(Where: AB stands for attitude toward behaviour B; bi is behavioural belief that 
performing behaviour B will lead to outcome; ei is the evaluation of outcome i; and the 
sum is over the number of behavioural beliefs accessible at the time). 
Many studies have reported data consistent with the expectancy-value model of 
attitude described in the above equation. For example, King (1975) assessed 
behavioural beliefs concerning the advantages and disadvantages of attending church 
services at least every two weeks as well as evaluations of these outcomes. Responses 
were used to compute an estimate of attitude toward attending church services in 
accordance with the equation. In addition, King used an evaluative semantic differential 
to obtain a direct measure of the same attitude. The correlation between the direct 
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evaluation of the behaviour and the belief-based measure was found to be 0.69. In a 
meta-analysis of research on condom use (Albarracín, Johnson, & Fishbein, 2001), the 
mean correlation between direct and belief-based measures of attitude was found to be 
0.56; and in a meta-analysis of 42 data sets covering a variety of different behaviour 
(Conner & Flesch, 2001), the mean correlation was 0.50. 
Antecedents of Subjective Norm 
A person’s subjective norm is determined by his or her normative beliefs, that is, 
whether important referent individuals approve or disapprove of performing the 
behaviour, weighted by his or her motivation to comply with those referents. A person 
who believes that certain referents think he/she should perform behaviour and is 
motivated to meet expectations of those referents will hold a positive subjective norm. 
Conversely, a person who believes these referents think he/she should not perform the 
behaviour will have a negative subjective norm, and a person who is less motivated to 
comply with those referents will have a relatively neutral subjective norm (Ajzen, 1991, 
2005, 2006; Francis et al., 2004). 
SN  =  Σ nimi 
Where: SN stands for subjective norm; ni is normative belief concerning referent i; 
mi is the person’s motivation to comply with the referent i; and the sum is over the 
number of accessible normative beliefs). 
Subjective norms can be assessed in a direct manner by asking respondents to 
judge how likely it is that most people who are important to them would approve of 
their performing a given behaviour (Ajzen, 1991, 2005, 2006; Francis et al., 2004). 
Such direct measures have been compared with belief-based estimates of subjective 
norms, computed in accordance with the above equation. Correlations between the two 
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types of measures are found to be of about the same magnitude as those obtained for the 
relationship between behavioural beliefs and attitudes. In the meta-analysis of the 
literature (Conner & Flesch, 2001), it was reported that a correlation of 0.50 between 
direct and belief-based measures of subjective norm. 
Antecedents of Perceived Behavioural Control 
The final major predictor in the TPB is Perceived Behavioural Control (PBC) 
which is determined by control beliefs concerning the presence or absence of facilitators 
and barriers to behavioural performance, weighted by their perceived power or the 
impact of each control factor to facilitate or inhibit the behaviour (Ajzen, 1991, 2005, 
2006; Francis et al., 2004). 
PBC  =  Σ cipi 
Where: PBC is Perceived Behavioural Control; ci is control belief that a given 
factor i will be present; pi is the power of factor i to facilitate or inhibit performance of 
the behaviour; and the sum is over the number of accessible control beliefs). 
It is possible to obtain a direct measure of Perceived Behavioural Control by 
asking people whether they believe that they are capable of performing behaviour of 
interest, whether they believe that doing so is completely under their control, and so 
forth. In support of the model shown in the above equation, such direct measures tend to 
correlate quite well with belief-based measures of PBC. In a meta-analysis, Armitage 
and Conner (2001a), the mean correlation was to be 0.52. 
The TPB assumes that a causal chain links behavioural beliefs, normative beliefs, 
and control beliefs to behavioural intentions and behaviours via attitudes, subjective 
norms and PBC. Hypothesized causal relationships among model components are 
clearly specified, and measurement and computation are delineated (Ajzen, 1991, 2006; 
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Fishbein & Ajzen, 1975; Francis et al., 2004). This is one of the major strengths of the 
TPB approach. Other factors, including demographic and environmental characteristics, 
are assumed to operate through model constructs, and do not independently contribute 
to explain the likelihood to perform a behaviour (Glanz et al., 2008). 
3.4.1.3 How direct and indirect measures work 
Direct measures are important for two reasons. First, direct measures are usually 
more strongly associated with intentions and behaviours than indirect measures. The 
associations between direct measures and behavioural intention indicate the relative 
importance of attitude, subjective norm, and PBC in explaining or predicting a given 
behaviour. It is important to demonstrate these associations before analysing indirect 
measures (which will be addressed in the next section). Second, indirect measures 
should associate strongly with direct measures to be assured that appropriate beliefs are 
included in the indirect measures and that the composite beliefs (behavioural, normative 
and control) are adequate measures of respective TPB constructs. Once this is 
demonstrated, indirect measures are of most interest. Behavioural, normative, and 
control beliefs help us understand what drives behaviours and provide a focus for 
intervention messages (Fishbein & Cappella, 2006; Von-Haeften, Fishbein, Kasprzyk, 
& Montano, 2001). 
3.4.2 Background factors in the Theory of Planned Behaviour 
 According to the Theory of Planned Behaviour (TPB), the major determinants of 
intentions and behaviour follow reasonably from and can be understood in terms of 
behavioural, normative and control beliefs. However, it is obvious that a multitude of 
variables can influence the beliefs of people including; age, gender, socio-economic 
status, education, etc. For instance, it is clear that people growing up in different social 
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environments can acquire different information about a variety of issues, information 
that provides the basis for their beliefs about the consequences of a behaviour, about the 
normative expectations of important others and about the obstacles that may prevent 
them from performing a behaviour. All of these factors can therefore affect our 
behavioural, normative, and control beliefs and, as a result, influence our intentions and 
actions.   
 
Figure 3.2. Theory of Planned Behaviour with background factors 
 
The background factors include personal, social, and information categories. The 
TPB recognises the importance of these background factors. However, the dotted 
arrows indicate that, although a given background factor may in fact influence 
behavioural, normative, or control beliefs, there is not necessarily a connection between 
background factors and beliefs. Whether a given belief is or is not affected by a 
particular background factor is an empirical question (Ajzen, 2005). 
Although researchers occasionally report significant direct effects of certain 
background factors after controlling for the Theory of Planned Behaviour variables, for 
the most part the influence of background factors can be traced to their impacts on the 
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proximal determinants of intentions (attitudes, subjective norms, and Perceived 
Behavioural Control). That is, such background factors influence intentions and 
behaviours indirectly by their effects on behavioural, normative or control beliefs and, 
through these beliefs, their effects on attitudes, subjective norms, or PBC and 
eventually, intentions and actions (Ajzen, 2005).  
A number of studies have indicated the indirect role of background factors on 
intentions and behaviours. In a study of physical activity (Hagger, Chatzisarantis, & 
Biddle, 2002), an individual difference measure of intrinsic motivation predicted 
adolescents’ intentions to engage in physical activity. However, the effect of intrinsic 
motivation on intentions was completely mediated by its impacts on attitudes and PBC. 
A study on the effect of gender on sexual behaviour (Conner & Flesch, 2001), found 
that compared to women, men had significantly stronger intentions to have casual sex, 
but after controlling for the predictors in the Theory of Planned Behaviour, the effect of 
gender was no longer significant. And in an investigation of adolescents’ intentions to 
use marijuana (Fishbein et al., 2002), a variety of different background factors were 
assessed, including time spent with friends who tend to get into trouble, sensation 
seeking and parental supervision. Intentions to smoke marijuana increased with the 
amount of time spent in the company of friends who tend to get in trouble and with 
sensation seeking and decreased with the amount of parental supervision. Consistent 
with the Theory of Planned Behaviour however, the effects of these variables on 
intentions could be traced to their influence on one or more of the proximal 
determinants of intention. When these determinants (attitudes, subjective norms and 
PBC) were statistically controlled, the background factors no longer correlated 
significantly with intentions.  
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In summary, background factors can influence intentions and behaviour, but this 
influence is usually mediated by more specific beliefs. In other words, they are assumed 
to operate through model constructs and do not independently contribute to explain the 
likelihood of performing a behaviour (Glanz et al., 2008). By examining the effect of a 
given background factor on behavioural, normative and control beliefs, further insight 
into the determinants of human behaviour can be gained (Ajzen, 2005) 
3.4.3 Predicting behaviour from intention 
Many studies have substantiated the predictive validity of behavioural intentions. 
When appropriately measured, behavioural intention accounts for an appreciative 
proportion of variance in actual behaviour (Ajzen, 2005). Meta-analyses covering 
diverse behavioural domains have reported mean intention-behaviour correlations of 
0.47 (Armitage & Conner, 2001a; Notani, 1998), 0.53 (Sheppard, Jon, & Warshaw, 
1988), 0.45 (Randall & Wolff, 1994). Studies in specific behavioural domains, such as 
condom use and exercise, have produced similar results, with intention-behaviour 
correlations ranging from 0.44 to 0.56 (Albarracín et al., 2001; Godin & Kok, 1996; 
Hausenblas, Carron, & Mack, 1997; Sheeran & Orbell, 1998). In meta-analysis of these 
and other meta-analyses, an overall correlation of 0.53 between intention and behaviour 
was reported (Sheeran, 2005). 
Available evidence also supports the idea that intentions are close antecedents of 
overt actions. If intentions do indeed mediate determinants of volitional behaviour then 
they should correlate more strongly with the behaviours than do other kinds of 
antecedent factors. Consistent with this argument, the predictive validity of intentions is 
typically found to be significantly greater than that of attitudes toward the behaviour 
(Ajzen, 2005). For example, in a study on prediction of breast-feeding versus bottle-
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feeding of newborn infants, while mothers’ attitudes toward these alternative feeding 
practices had a correlation of 0.67 with the feeding method they actually employed, the 
intention-behaviour correlation was 0.82 (Manstead, Proffitt, & Smart, 1983). 
3.4.4 Evidence to support the use of the Theory of Planned Behaviour 
The TPB has been found to effectively predict intentions and behaviour across a 
number of domains (Armitage & Conner, 2001a). Since 1998, the theory of planned 
behaviour has been found to successfully predict intentions of road crossing of 
pedestrians (D. Evans & Norman, 1998). Two hundred and ten respondents participated 
in a survey and the results indicated that, depending on the potentially dangerous road 
crossing behaviours, the TPB variables accounted for 39 to 52% of the variation in 
intention to cross the road safely. In which, perceived behavioural control was the 
strongest significant predictors. In 2001, hierarchical multiple regression analysis 
procedures were performed to examine intention to donate blood of 100 first-year 
undergraduate students in Coleraine. The results confirmed that the TPB had worked 
extremely well where the three TPB components helped to explained more than 70% 
variance of the intention. This study also stressed the importance of perceived 
behavioural control in predicting the intention. That is, this component only, when 
added in step 2 of the hierarchical multiple regression, accounted for 64% of the 
variation of the intention (Armitage & Conner, 2001b).  In the same year, a randomized 
control trial study with a large sample size of 15,782 secondary students in South Africa 
and Tanzania was conducted to examine the intentions of the use of contraceptives. This 
study not only confirmed that the components of the TPB are applicable in 
understanding the intentions, it also recognized that contributions of background factors 
such as gender, socioeconomic status and access to condoms are significant predictors 
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of students’ intention to use contraceptives. TPB and background factors together 
contributed 77% of the variation of intentions to use condoms (Fekadu & Kraft, 2001). 
More recently, the theory of planned behaviour variables have been found to be 
responsible for 69.2% of the variance in intention of resident to follow the rules at youth 
shelter in Australia. In this study, self-efficacy, β = .47, p < .001, appeared to be the 
strongest predictor of the intention, it was then followed by subjective norm, β = .34, p 
< .001 (Broadhead-Fearn & White, 2006). In the year after, another study about 
intentions to use mobile phone while driving was also conducted in Australia. 
Significant differences were reported in the behavioural, normative, and control beliefs 
between frequent and infrequent mobile phone users of both types of handset when 
driving. That is, frequent users demonstrated more advantages of, more approval from 
referent people/groups for, and fewer barriers that would prevent them from, using 
either a hands-free or a hand-held mobile phone while driving than infrequent users 
(Walsh, White, Watson, & Hyde, 2007). In a meta-analysis of 185 TPB studies, 
Armitage and Conner (2001a) found strong support for the TPB with the full model 
explaining, on average, 29% of the variance in behaviour. Attitude, subjective norm and 
Perceived Behavioural Control were found to explain, on average, 39% of the variance 
in intention. 
Within the Domain of Health Professional Behaviour, the TPB has been used 
successfully in many studies. In 1993, a study confirmed that the TPB produced 
reasonably accurate predictions of nurses’ intentions to conduct pain assessment. The 
results reported that 21% of the variability in the intention was predicted by attitude, 
subjective norms and PBC (Nash, Edwards, & Nebauer, 1993).  In another study about 
health care workers’ glove use (Levin, 1999), structural equation modelling techniques 
were performed. The TPB variables were found to be significant predictors of glove 
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wearing behaviour among nurses and laboratory workers. The TPB explained 73% the 
variation of the intention. Following that, this study also further investigated that 
intentions explained 69% the variation of the actual behaviour.  
Later, the TPB was used in a number of studies to assess nurses’ intentions in 
health care delivery performance, however, lower percentages of explained variance of 
intentions were found. Attitudes, subjective norms and perceived control were also 
found to independently predict nurses’ intention to administer opioids for pain relief to 
their patients (R
2 
= 39%), in which perceived control was the strongest predictor 
(Edwards et al., 2001). Findings from two studies in Taiwan also found that the 
variables of the TPB made a contribution to explaining a portion of variances in nurse’s 
intention (35%) and volunteering (15%) to care for patients with severe acute 
respiratory syndrome (Nai-Ying et al., 2004). 
In 2005, a study which is very similar to our study,  nurses’ intention to report 
child abuse was conducted in Taiwan (Feng & Wu, 2005). The author found that, of the 
three TPB variables, attitudes was the strongest predictor; path coefficients were 0.32 
and 0.28 for severe and less severe vignettes. Although remaining as significant 
predictors, the predictive capacity of SN and PBC were lower, 0.17 vs. 0.08 and 0.12 vs. 
0.06, respectively. However, and interesting point reported in this study is that, 
knowledge about child abuse was found to be even a stronger predictor than TBP 
variables. The path coefficients were 0.73 and 0.71 for severe and less severe vignettes. 
The literature had shown evidence about the successful use of the TPB in 
predicting human behaviours. However, the predictive capacity of the whole TPB 
model as well as of each individual TPB component is different depending on the target 
behaviour. It could be an interesting and important point of this study to test the TPB 
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model in predicting health professionals’ responses to victims of DV which have never 
done before in the literature.  
3.5 Theory of Planned Behaviour components and responses of health 
professionals to domestic violence 
As discussed, the TPB has not been used as the conceptual framework in any 
study within the domain of health professionals’ responses to victims of DV. However, 
an effort of this study is to look at the three variables that compose the theory in DV 
which were found separately in different studies in the literature of health professionals’ 
disciplines. 
3.5.1 Attitudes 
Studies reveal that health workers are generally sympathetic to abused women and 
children, but they are not willing to support them directly. Most nurses and doctors have 
positive and supportive attitudes to DV however, many of them (nearly 50%) did not 
feel comfortable enough to talk about it (Cann et al., 2001). In a systematic review 
study, although screening is effective in identifying the cases, it was found that two 
thirds of physicians and nearly half of nurses in emergency units in New England were 
not in favour of screening (Ramsay et al., 2002). Negative attitudes towards taking care 
of survivors had become one of the main barriers to provision of optimal care to victims 
of DV (Kaye, Mirembe, & Bantebya, 2005). Because attitude is one of the components 
that affects behaviour (Fishbein & Ajzen, 1975), a positive attitude will lead health 
workers to be more active in identifying, providing personal counselling and referring 
the abused women for assistance support (Gadomski, Wolff, Tripp, Lewis, & Short, 
2001; Othman & Adenan, 2008). In order to change the attitude of health care providers 
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to be positive in responding to DV against women and children in the Vietnamese 
context, it is necessary to understand the attitudes regarding the issue.  
3.5.2 Subjective Norms 
Considered as a sensitive subject in many societies, this may lead to a belief that 
health professionals will not be approved of when they respond to DV. For example, 
Wong, Chung, & Yiu (1997) showed that doctors in Hong Kong believed that families 
where DV happened would disapprove of them identifying or taking an interest in the 
wife, as DV is often regarded as a family secret. Other authors have also reported that 
DV was acknowledged as a social problem, but it was not the right to be in the scope of 
practice of health workers. The social taboo about DV is still very controversial which 
may also influence health professionals (Gremillion & Kanof, 1996). In contrast, there 
is some evidence that victims of DV may have the opposite belief. Many abused women 
would like their health providers to become more active in questioning them about DV 
(Mazza, Dennerstein, Garamszegi, & Dudley, 2001; McCauley, Yurk, Jenckes, Mhs, & 
Ford, 1998; M. A. Rodriguez, Quiroga, & Bauer, 1996). Understanding social pressure 
that affects the responses of nurses and doctors regarding DV is still an issue that needs 
to be addressed.  
3.5.3 Perceived Behaviour Control  
Perceived behavioural control refers to people's perceptions of their ability to 
perform a given behaviour (Ajzen, 2011a). There are many factors or circumstances that 
make it difficult for nurses and doctors to respond to survivors of DV. For example, 
70% of health workers believed that screening for DV is not easy (Kaye et al., 2005) 
and only 11% felt confident in referring abused people (Othman & Adenan, 2008). 
Many health workers shared that they felt more confident in questioning about alcohol 
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use or smoking than asking about DV (Othman & Adenan, 2008). The lack of 
guidelines or protocols in clinical practices; beliefs that violence is not a health issue or 
is culturally sensitive (Kaye et al., 2005); or the lack of access to different management 
information (Othman & Adenan, 2008) have been regarded as barriers in effective 
practice among medical staff. Feeling out of control is also a factor influencing the 
responses. For example, some nurses disregarded the client’s need for care as they were 
busy or inexperienced (Häggblom, Hallberg, & Möller, 2005). 
 Research also suggests that some conditions may enable nurses and doctors to 
respond effectively. For instance, health professionals have argued that a safe 
environment where they can screen and talk with the victims without the presence of 
abusers may motivate them to identify and help the women (Gerbert et al., 2002). As it 
is common for survivors of DV to often want to keep their problem a secret, women’s 
refusal may result in health workers feeling uncomfortable if they respond to the 
women’s DV problem (Othman & Adenan, 2008). Investigating what creates 
difficulties for health providers to respond to abused women and children will benefit 
the self-efficacy and Perceived Behavioural Control of nurses and doctors. 
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Chapter 4: In-depth interview with health 
professionals 
4.1 Aims 
The first study was conducted to obtain an understanding of the salient beliefs 
influencing responses of nurses and doctors to victims of DV, which was used to inform 
development of belief-based TPB measures of attitudes, subjective norms and Perceived 
Behavioural Control (in the second study). Specifically, the purpose of this study is to 
address the following research question: What are the behavioural beliefs, normative 
beliefs and control beliefs of nurses and doctors regarding responses to victims of DV? 
The target behaviour “Respond to victims of DV” is framed carefully in terms of 
its Target, Action, Context and Time (TACT) (Fishbein & Ajzen, 1975). The Target 
here is the health professionals, the Action is the responses (including identifying, 
supporting and referring the victim to appropriate services, according to WHO (Krug et 
al., 2002)), the Context is DV against women and children, and the Time is during the 
consultation. 
4.2 Methodology 
4.2.1 Research design 
This was an elicitation study which used a qualitative method. The TPB 
framework (Fishbein & Ajzen, 1975) was used as the basis for the guiding of questions 
to elicit the salient beliefs regarding the role of identification, providing personal 
counselling and referral of abused women to appropriate services among health 
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professionals (see appendix B). Using semi-structured questions, nurses and doctors 
were asked to list the advantages and disadvantages (behavioural beliefs) of responding 
to victims of DV, the groups or people they believed would approve or disapprove 
(normative beliefs) of their responses, and the factors or circumstances that would 
prevent or encourage (control beliefs) them to respond. Content analysis was used to 
determine the most frequently occurring responses for each type of behaviour 
(including: identification, providing personal counselling and referral to appropriate 
services) which forms the basis of the behavioural, normative, and control beliefs. 
 In 2004, a guideline named “Constructing Questionnaires Based on the Theory of 
Planned Behaviour: A manual for health services researchers” was published which 
provides clear steps on how to develop a TPB questionnaire and conduct TPB research 
(Francis et al., 2004). This research has been designed based on reviewing procedures 
suggested by Ajzen and Fishbein (1975) and previous TPB research, as well as 
following the guidelines of Francis, et al. (2004) to ensure that all relevant beliefs 
regarding responses to DV among health workers will be revealed.  
4.2.2 Procedure 
First, the researcher contacted the managers of the two hospitals to describe the 
project and to obtain Letters of Acceptance (Appendix E). Afterwards, the managers 
introduced the researcher to the staff of the emergency and out-patient units. The 
researcher then explained about the study and gave staff a Participant Information Sheet 
and a Consent Form (Appendix D). Participants were required to sign the Consent Form 
prior to the interview. The QUT template: Participant Information and Consent Form 
was used. 
Chapter 4: In-depth interview with health professionals Page 57 
 
After the first information-sharing and recruitment meeting, the researcher 
returned to the hospitals one week later to conduct in-depth interviews. The participant 
could choose a convenient time for them to attend their individual interview 
appointment. Each interview lasted for about 20-30 minutes. All interviews were 
conducted in a private room with discussion taking place only between the researcher 
and the participant.  
4.2.3 Participants 
This study was conducted in the emergency and out-patient units of two district 
hospitals, Duc Giang and Tu Son district hospitals, in rural Vietnam. The reasons for 
choosing these two hospitals were: (1) patients using health services of these hospitals 
mostly come from rural areas. According to the Ministry of Health (2008), the 
population of rural Vietnam is approximately 62 million, which accounts for 71.98% of 
the national population. DV is thought to be common in rural areas (D. V. Nguyen, et 
al., 2009b). There are some strong cultural and religious beliefs such as “trong nam 
khinh nu” (revere men, contempt women) or “dong cua bao nhau” (when conflict 
happens, spouses should keep secret). There are reasons to believe that these traditional 
beliefs influence people living in rural areas, especially among low educated and poorer 
households. (2) They are located in two different provinces. While the Duc Giang 
hospital is located in Hanoi, about 5 kilometres from the metropolitan centre, the Tu 
Son hospital is situated about 25 kilometres into a rural region. This study expected to 
examine whether there were any differences in the beliefs regarding responses to 
victims of DV among health workers who are working in different types of health 
services of Vietnam. (3) Resource limitations, in terms of time and budget, have also 
been taken into account when selecting the study setting; it is not within the scope of 
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this PhD study to survey professionals in the whole country. The attempt was made to 
achieve a diverse sample. A convenience sample therefore, of district hospitals, where 
prior relationships had been established was the setting for this study. 
Nurses and doctors who worked in emergency and out-patient units of the two 
district hospitals were asked to participate. The reason for choosing emergency units 
was that there is evidence that the prevalence of DV is likely to be higher amongst 
emergency department patients than in the general population (Olive, 2007). 
Additionally, due to the principle of patient classification applied in Vietnamese 
hospitals, patients with non-urgent health problems such as depression are required to 
enter out-patient units. Therefore, out-patient units were also included in this study. The 
inclusion criteria for nurses and doctors were: 
- Officially employed to work in emergency or out-patient units 
- Involved in care provision for the clients 
Nurses and doctors who were working in the two district hospitals who did not 
meet these criteria were excluded from the study (for example, a nurse working in the 
emergency unit but undertaking an administrative role). The authors used the principle 
of saturation which means discontinuing interviewing when no new information is 
raised (Polit & Beck, 2006). 
4.2.4 Guiding questions 
Two semi-structured questions for behavioural, normative, and control beliefs 
were included (see Appendix B). Participants were asked to list orally the advantages 
and disadvantages of identification, support and referral of the victim to appropriate 
services (e.g., “As a nurse/doctor, what do you believe are the advantages of 
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identification?” The explanation of the meaning of identification; including screening 
and questioning for DV was then given to make sure that the respondents could 
understand the intent of the researchers). The individuals or groups who approved and 
disapproved of identification, support and referral of the victim to appropriate services 
were also reported by participants (e.g., “Are there any individual or groups who would 
approve of your identification, for screening and questioning?”).  Participants also listed 
the factors or circumstances that would prevent or encourage them to identify, support 
and refer the victim to appropriate services (e.g., “What factors or circumstances would 
enable you to identify the victim?”) 
4.2.5 Transcription and content analysis 
The analysis technique employed was Content Analysis. It began with 
transcription of the interviews. All of the audiotapes were transcribed verbatim, 
including any nonverbal or background sounds (e.g., laughter, sighs) and then 
identifying information of all participants was removed. Transcripts of the interviews 
stored in word files were then content coded using objective analytical codes derived 
from the TPB and the research question. That is, content analysis of behavioural 
advantages/ disadvantages, of individual or social groups who serve as social referents, 
and of easy/ difficult circumstances to perform the behaviours were applied to reveal 
belief themes. As specified by Ajzen and Fishbein (1975), only themes which were 
endorsed by at least 10% of respondents were then categorised into three main 
components of the TPB: behavioural beliefs, normative beliefs and control beliefs.  
During the entire procedure, in order to increase the validity, two researchers who 
familiar with the TPB and who could abstract the theoretical constructs from the 
participants’ responses independently performed the content analysis. For differences 
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emerged, these points were discussed until agreement could be established to create a 
final set of coding categories and to phrase the categories in terms of the appropriate 
theoretical construct. 
4.3 Back translation procedure 
In this study, back-translation (Liamputtong, 2010) procedure was used to 
translate the original questionnaire in English into Vietnamese and the findings (themes) 
of the study in Vietnamese into English. This procedure involves the translation of the 
questionnaire/research findings from the original language into another language by one 
set of bilingual people. The translated version is then translated back into the original 
language by a different set of translators.  
4.4 Ethics  
This research was reviewed and approved by QUT’s Ethics Committee (No: 
1000000975) and the Local Ethics Committee, Hanoi School of Public Health (N
o
: 
045/2010/TYCC-HD3). 
Private information from the study was not be used for other goals. Participation 
was voluntary after signed informed consent. All participants could leave this study 
whenever they liked without facing any consequence. All information about the 
participants was kept confidential. This study was also approved by the managers of the 
two hospitals.  
4.5 Results 
Twenty interviews were conducted with nurses and doctors in Tu Son hospital 
(five nurses and five doctors) and Duc Giang hospital (six nurses and four doctors). One 
interview with a nurse was excluded because the respondent seemed to not have a good 
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understanding of the interview topic and little information emerged. Finally, data from 
ten nurses and nine doctors was included in the analysis. Seven participants had 
management roles in the hospitals including two chief nurses and five directors of the 
units (directors of the units are all doctors), although all met the criteria that they 
undertook some clinical role in the hospitals.  
4.5.1 Belief-Based Measures  
The semi-structured questions elicited salient beliefs of nurses and doctors 
regarding responses to victims of DV. The specific behavioural, normative and control 
beliefs were identified separately for identification, support and referral of the victim to 
appropriate services.  
4.5.1.1 Behavioural beliefs (table 4.1) 
Overall, the beliefs reported were fairly similar for identification and providing 
personal counselling. More negative beliefs but less positive beliefs were found for 
referral than for identification and providing personal counselling.  
Facilitate care provision 
Regarding perceived advantages, participants believed that it would facilitate care 
provision for the abused clients if they are identified and/or receiving personal 
counselling. Health professionals commented that if DV is the root of the patient’s 
problem then the doctor needs to aware about the violence in order to make an accurate 
diagnosis about any physical and mental wounds. Nurses could also treat the women 
who experience DV as a special patient then it could help the recovery of the women. 
Participant responses reflected this theme: 
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“if we know about the causes of the injury, it will help to find out the best way to 
take care of the patients, even it can help us to find out other injuries”, A doctor said. 
More professional supports 
 Health professionals expressed that as their main responsibility at their hospital is 
doing clinical work. They are always under a pressure at work and were not 
methodically trained in DV. Although nurses’ and doctors’ attitudes to victims of DV is 
always supportive, they still have a feeling that all they can help the women is about 
visible health problems, they are not the persons who could provide the best services 
which regards to the DV issue. The victims can receive more professional supports if 
health workers refer them to appropriate services in the community. The reflection of a 
nurse provided an example:  
“At these centres, the victim can meet experts in DV, they can give the victim 
more advice”.  
Provide the victim a sympathetic ear 
Many nurses and doctors thought that one of the good things related to 
identification and providing personal counselling is they can provide the victim a 
sympathetic ear. Participants stressed that patients, especially women who experience 
DV, always need someone to listen to them. Although the health professionals may not 
help to solve the root the problem, at least, listening to the women could help the 
women to overcome the hardest moment of the violence. For instance, one nurse said 
that: 
 “When we ask her, she can tell me something that helps her to release the stress, 
good for her to have someone to share”.  
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Feeling of doing something positive 
It was believed that the health professionals will also have a feeling of doing 
something positive if they identify/provide personal counselling/refer the victim to 
appropriate services. A nurse said that: 
“If I can do something for her, although it may not help her much, I at least feel 
happy”. 
Reactions from the husband and his family members 
The majority of participants had similar beliefs regarding disadvantages of 
identification, providing personal counselling and referral. Most agreed that a drawback 
of responses towards the victim is that they may receive negative reactions from the 
husband and his family members. Health professionals worried that the violence may 
suddenly turn to them as the husband was absolutely furious at the responses of nurses 
or doctors to help his wife. The following extract was typical of participant’s concerns 
about the potential harm. A doctor said: 
“I just worry that the husband may get angry, he is the abuser and of course he 
does not want anyone to know about his mistake, his family also takes sides with him 
surely, they even abuse staff in the hospital if they cannot control themselves”. 
Meddle with victim’s private issues 
 Another factor that may limit the health workers’ responses is the feeling that 
they will meddle with victim’s private issues. Some health professionals believed that 
when a women visit hospitals they are looking for specific health care services. The 
women may feel it shameful to expose a violence problem to the public. Women may   
want help from parents or relatives rather than the nurse or a doctor. A nurse stated that: 
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“It is a very sensitive matter of their family; they may not want strange people to 
be involved in, if we ask them, the situation may be worse”.  
No disadvantage 
Of the three behaviours, it was still believed that there is no disadvantage if health 
workers gave support to the victim. For example, a doctor said that: 
“We do something to help her, it is all good”.  
Disruption to the household 
Health professionals worried about disrupting the household of the victim if they 
referred the women to a service in the community. When an abused woman visits a 
doctor, all she wants is health services for her injury. It is very common that Vietnamese 
women are the people who taking care mainly for the housework. The absence of her at 
home may cause a big problem since she is not ready to be away. A nurse said: 
“If she goes there, she may be far away from her children, no one will take care 
her farm work”.  
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Table 4.1. Behavioural beliefs of responses to victims of domestic violence 
 Advantages Disadvantage 
Identification 
Facilitate care provision 
I will provide the victim a sympathetic ear 
I have the feeling of doing something positive 
For report purpose 
Negative reactions from the husband and his family 
No disadvantages 
I feel like I am meddling with victim’s private issues 
I feel sad 
Providing 
personal 
counselling 
I will provide the victim a sympathetic ear 
Facilitate care provision 
I have the feeling of doing something positive 
Negative reactions from the husband and his family 
No disadvantages 
I feel like I am meddling with victim’s private issues 
Referral 
More professional supports for the victim 
I have the feeling of doing something positive 
 
Negative reactions from the husband and his family 
Disruption to the household of the victim 
No disadvantages 
Feel responsible if victim’s expectation is not met 
I feel like I am meddling with victim’s private issues 
One respondent said that the advantages and disadvantages of Supports are similar with those of Identification 
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4.5.1.2 Normative beliefs (table 4.2) 
 In order to elicit normative beliefs, respondents were questioned about who 
would approve or disapprove of their identification, providing personal counselling and 
referral. Overall, health professionals believed that there are more people who would 
approve of them than those who would disapprove.  
Compassionate people 
Of the three behaviours, compassionate people were the first referent who would 
approve health professionals’ responses. Health professionals believed that helping an 
abused woman is a good thing to do. As long as someone who can understand the 
importance of helping an abused woman would certainly expect health professionals do 
something for the women. As one doctor commented: 
“When a woman is abused, everybody will feel sorry for her so they will approve 
absolutely if I support her”. 
The victim and her family 
Health professionals believed that the victim and her family would approve their 
responses. Although some women tried to hide her problem with DV, it is always 
goodwill of a nurse or a doctor to listen to and to help the women to overcome the 
violence. The women would never refuse the help of health professionals if it is done in 
a sensitive way. One doctor explained: 
“The women would want someone to know about her trouble and help her, her 
family also want good things for her”. 
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Health professionals’ family and colleagues 
Health professionals’ family and colleagues were also people who may approve 
the responses of health professionals to victims of DV. Nurses and doctors believed that 
their family always stay behind them and emotionally support them in whatever they do 
the help their patients. They also believed that most of people who were trained to be a 
healthcare provider would have a warm heart; therefore they have faith in their 
colleagues to understand the importance of helping abused women. A nurse expressed 
that:   
 “If I talk with either my colleagues or my family, they will understand and 
support me if I help the women”.  
The victim’s husband and his family 
Regarding the answers about who would disapprove of their responses, only one 
group was revealed the victim’s husband and his family. Some health workers believed 
that these people are similar for all three behaviours because any response taken by 
health workers would benefit the victim and potentially disadvantage the husband. A 
doctor expressed their concern: 
“The abuser will never accept any responses of a nurse or a doctor to his violence 
at home”. 
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Table 4.2. Normative beliefs of responses to victims of domestic violence 
 Approve Disapprove 
Identification 
Compassionate people  
The victim and her family 
My family and colleagues 
 The husband and his family   
Providing 
personal 
counselling 
Compassionate people  
My family and colleagues  
The victim and her family 
 The husband and his family   
Referral 
The victim and her family 
My family and colleagues 
Compassionate people  
Nobody 
 The husband and his family   
Seven respondents said that the people who would approve of providing personal counselling are similar to those for identification. 
Thirteen respondents said that the people who would approve of referral are similar to those for identification and providing personal counselling. 
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4.5.1.3 Control Beliefs (table 4.3) 
Control beliefs were explored by asking health professionals about their beliefs 
regarding factors that facilitate or limit their ability to identify, provide personal 
counselling and refer victims of DV to appropriate services. Generally, the responses 
are similar for the three behaviours. 
Current hospital facilities are good 
 Many nurses and doctors believed that their hospital’s conditions support them to 
respond the victims of DV. Good support facilities would help doctors easier to assess 
injuries of the women, also help nurses easier to taking care or providing counselling to 
the women. For example, a nurse said that: 
 “My hospital has quite enough essential facilities to identify the injuries of the 
victim...we have x-ray, ultrasound…”  
Support of colleagues 
Health workers reported that if a case of DV presents, their colleagues will 
support them in their work and they will have time for the victim.  A nurse said that: 
“We help each other in work. If the a woman just want to keep talking with me 
about her violence at home, because she needs some want to share, yes, my colleague 
will help me with other clinical tasks, I think that”. 
Being a health worker 
It was also felt that the position of a health worker is an advantage, as during the 
health examination, nurses and doctors can ask about the causes of the injuries and the 
victim feels comfortable in sharing information about their problem. A doctor 
explained: 
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“They may not tell the truth with others, but with doctors, they seem to be more 
honest because we bring them the health”.  
Work experience 
Many respondents believed that their work experience makes it easier for them to 
identify and provide personal counselling to the victims. Health professionals believed 
that work experience could help them to distinguish injuries caused by DV from injuries 
caused by other accidents. Attitudes of the women may be an indication of DV exposure 
that an experienced health professional can recognize. As one doctor with many years 
experience noted: 
“She said that she was fall of her bicycle, but with her back eye, my experience 
told me that she was hit by someone”. 
Women’s support centre located in the hospital 
A women’s support centre located in the hospital is a factor in facilitating referral 
of the case. Although health professionals know there are support resources in the 
community which could benefit the abused women, they still prefer the one that is 
located in their own hospital. It is because the referral procedure would definitely 
simpler within the hospital. Nurses and doctors also have clearer information about the 
centre which is a part of their hospital. This was demonstrated by the comment of a 
nurse: 
“Last time, I want to refer my patient to a centre for DV victims, it is not far from 
here, but I do not have the phone number of the centre, I do not know what paperwork I 
need to prepare to make the referral and who will take her there, while I have my job at 
the hospital needed to be finished by 4 pm”. 
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Availability of time 
With respect to the conditions that prevent health workers from responding to DV, 
in this exploratory study, the availability of time was considered as a factor. Most 
respondents said that if they have time they would be more likely to take care of the 
victim. The majority gave the reason that their work is sometimes very busy and the 
priority is always given to patients with more severe conditions. For instance, a doctor 
said that: 
 “In the day shift it may be fine. In the night shift, many emergency patients but 
only one doctor in charge, so you know, how can I cover all of them, some patients they 
have an accident for example, it may damage his life”. 
Willingness of the victim 
 Another factor that may influence the response of health workers is the 
willingness of the victim. Nurses and doctors said that even when they suspect an abuse 
case, they may ignore it if the patient herself and her family member do not want to 
share information about their difficulty. The argument is that DV is considered a private 
matter so if the victim does not want others to be involved, then health workers should 
not interfere. In that case, the health workers should only be concerned about their main 
task of looking after health related problems such as injuries to the victim’s body. Some 
nurses and doctors also felt that they would be more effective in identification, 
providing personal counselling and referral if the victim wants to follow the health 
workers’ guidance. This was demonstrated by the following comments: 
“I know clearly she was beaten but she tells lie...” a nurse said 
Or  
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 “…I advise them to go to a centre where they can find better support, but then 
they go home” as said by a doctor. 
Lack of specialized facilities 
In addition, it was recognized that there is a lack of specialized facilities. Nurses 
and doctors reported that the lack of a guideline on how to deal with violence and abuse 
is a significant barrier to a health workers’ response. In addition, discussing about DV is 
very sensitive, but there is no private space in their hospital. A nurse said: 
“You see, patient is everywhere, if I ask her about the violence, she will cry again, 
not good if other patients see this patient cries again”. 
Lack of contact with Women’s support centres 
 The lack of contact with Women’s support centres prevented referral of the 
victim to places where they can find further services. Health professionals may realize 
that there are services available for victims of DV somewhere in the community but 
they failed to make the referral because they do not know exactly about the address or 
contact number. For instance, a nurse said: 
“I do not know any centre where I can refer the victim; even I do not have a 
contact number”. 
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Table 4.3. Control beliefs of responses to victims of domestic violence 
 Enable Make it difficult  
Identification 
Work experience 
Current hospital facilities are good 
Being a health worker 
Support of colleagues  
 
Lack of specialized facilities  
Not included in my training 
Willingness of the victim 
Busy clinical work 
 
Providing 
personal 
counselling 
Work experience 
Current hospital facilities are good 
Support of colleagues 
Being a health worker 
A WSC is located in the hospital 
 
Lack of specialized facilities  
No difficulty 
Willingness of the victim 
Busy clinical work 
 
Referral 
Support of colleagues 
A WSC is located in the hospital 
Current hospital facilities are good 
Being a health worker 
 
Lack of contact with WSCs 
Lack of specialized facilities  
Willingness of the victim 
Busy clinical work 
 
One respondent said that things that enable the health workers to Support the victim are similar with those for Identification. 
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4.5.2 Similarities and differences in beliefs about responding to victims of 
domestic violence among health professionals 
Overall, the beliefs about responding toward victims of DV were identical 
between nurses and doctors (Appendix C - table C.2); clinical staff and those joint 
management/clinical positions such as chief nurses and directors of medicine 
(Appendix C - table C.4); staff working in the emergency and out-patient units 
(Appendix C – table C.5). When comparing the beliefs about responding to victims of 
DV between health workers of Duc Giang and Tu Son hospital (Appendix C - table 
C.3), the findings were also the same between the two hospitals except for the belief “a 
women’s support centre is located in the hospital” which was revealed by nurses and 
doctors in Duc Giang hospital but not by those of Tu Son hospital 
4.6 Discussion 
This is the first known elicitation study that has attempted to identify the 
underlying beliefs that influence the attitudes, subjective norms and Perceived 
Behavioural Control of health professionals in Vietnam to intervene in cases of DV. 
Overall, the beliefs expressed by health professionals in this study contribute to the 
growing body of literature about barriers and facilitating factors that influence health 
professional’s responses to DV (Gutmanis, Beynon, Tutty, Wathen, & MacMillan 
2007; Minsky-Kelly, Hamberger, Pape, & Wolff, 2005; Protheroe, Green, & Spiby, 
2004; Stinson & Robinson, 2006). 
It was not surprising that the majority of nurses and doctors expressed positive 
beliefs about their responses to the victim. As found in previous research (Cann et al., 
2001), most health providers have compassionate attitudes toward abused women, 
however did not always feel that they could communicate these effectively. Therefore, 
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health care workers may recognize the presence of DV in their practice, however may 
not be fully aware of the magnitude of the problem. Both training and professional 
experience may help to increase the readiness of the staff to be more proactive about 
its identification and management (García-Moreno, 2002; Gutmanis et al., 2007; 
Krantz et al., 2005; Minsky-Kelly et al., 2005) 
On the other hand, this elicitation study also uncovered negative beliefs which 
may be barriers to nurses’ and doctors’ care of victims of DV. This point supports the 
findings of previous studies that have shown that health professionals carefully 
consider the consequences of asking about DV. The consequences may be the safety 
of health staff and may also be the disruption that intervention may cause in the 
victim’s life (Gutmanis et al., 2007; Krantz et al., 2005). 
While participants identified a number of individuals or groups who they 
believed would approve of health staff responding to victims of DV, it was only the 
victim’s husband and his family who were identified as disapproving of intervention. 
This finding corresponds with the participant’s reports of the disadvantages of 
responding to DV. As health professionals worry that one of the disadvantages of 
responding is a negative reaction from the abuser, it’s understandable that health 
professionals would believe that the abuser would not approve if health professionals 
were to take any action to protect the women. Households that have experienced DV 
may also object to health staff initiating any interventions because DV is often 
considered a private family matter (Wong et al., 1997). 
Nurses and doctors appeared to recognize the advantages of working in a 
hospital environment that would facilitate them responding to victims of DV. Similar 
to the findings of Gurmanis (2007), professional support (including support from 
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colleagues) and the availability of facilities at the hospital were positive factors 
contributing to health professional’s motivation to intervene in cases of DV. However, 
the control belief theme also supported previous studies that nurses and doctors lack 
sufficient skills to assist them in intervening (García-Moreno, 2002; Gutmanis et al., 
2007; Krantz et al., 2005; D. V. Nguyen, 2008). Therefore, these factors may 
contribute to the reluctance of some doctors and nurses to intervene in cases of DV.   
4.7 Strengths and weaknesses  
This is the first known study that examines the beliefs of health professionals 
regarding responding to victims of DV conducted in Vietnam. Therefore, the findings 
of this study contributed significantly to the body of knowledge regarding DV and its 
management in Vietnam. A limitation of this study was the use of content analysis 
which is inherently reductive, and tends to diminish complexity and context. 
4.8 Conclusion 
This study adds to our knowledge about underlying beliefs and attitudes, 
including behavioural, normative and control beliefs, influencing health professional’s 
treatment of victims of DV. This study provides a foundation for the next study 
investigating the extent to which these underlying beliefs determine the health care 
provider’s intentions to respond to cases of DV.   
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Chapter 5: Research methodology for the 
main survey and the development 
of a Theory of Planned 
Behaviour questionnaire 
5.1 Research methodology 
5.1.1 Design of this study 
This is a cross-sectional survey study. The purpose of this quantitative study was 
to investigate factors that influence nurses’ and doctors’ intentions to identify, provide 
personal counselling and refer abused women to support services. Participants were 
clinical staff or staff who held joint clinical/management roles in emergency and out-
patient units in four district hospitals. Participants were surveyed using a structured 
questionnaire which was newly developed and primarily tested for psychometric 
property. They were recruited between November 2011 and February 2012. 
5.1.2 Sampling 
The sample was recruited using convenient sampling. Four district general 
hospitals were involved in the main survey: Thanh Tri, Van Lam, Khoai Chau and 
Trieu Son hospital. Thanh Tri and Van Lam hospitals are about 20 kilometres away 
from the centre of Hanoi city. Khoai Chau hospital is about 40 kilometres away and 
Trieu Son hospital is the farthest away at about 180 kilometres from Hanoi city. These 
hospitals were chosen to ensure regional diversity in the patients and hospital staff. 
The selection criteria of participants were similar to the criteria used in the 
elicitation study since the target population was the same. As long as nurses and 
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doctors met the selection criteria, they were all invited to participate in the main 
survey. A target of 271 questionnaires from nurses and doctors of the four hospitals 
was set as the sample size of the main survey. This sample size was considered big 
enough to achieve the power required for statistical analysis. 
5.1.3 Recruitment procedure 
First, the researcher contacted the manager of each hospital to describe the 
project and to obtain the Letter of Acceptance (Appendix E). Afterwards, the manager 
in each hospital introduced the researcher to the staff of emergency and outpatient 
units. The researcher then explained the study aims and methods and gave staff 
Participant Information Sheets and a self-administered questionnaire. Nurses and 
doctors could choose a convenient time to complete these within two days. The 
researcher then returned to the hospitals at pre-arranged time for collection of sealed 
questionnaires from participants. The return of the completed questionnaire was 
accepted as an indication of participant consent to participate in the survey. The 
Template of Participant Information of QUT was used (Appendix D). 
5.1.4 Data management 
The following steps were performed in order to ensure data integrity: 
- A coding manual was developed; 
- Before the data entry was undertaken, all returned questionnaires were 
reviewed and cleaned for inconsistent responses and non-response; 
- Data was entered into a SPSS database, version 18. Ten percent of the 
returned questionnaires were entered for a second time for double entry 
verification; 
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- The completed database with all data entered was checked for any duplication 
of ID; 
- Distribution of all variables was checked for normality, invalid response codes 
and the frequency of missing data; 
- Any suspicion about unusual responses in the data was checked with the 
original questionnaire; 
- Collected data were kept in a locked cabinet and in a password-protected 
computer/portable hard drive accessed by the research team only. 
5.1.5 Data analysis 
- Descriptive analysis was used to present the characteristics of the participants 
in this study; 
- Independent t-test, and analysis of variance (ANOVA) were employed to run 
bi-variate analysis for checking the association between background factors, 
TPB variables and health professionals’ intentions; 
- Correlations were employed to check the relationship between intention to 
identify, provide personal counselling and refer the victims of DV to support 
services; 
- Ordinal logistic regression was performed to examine the relationships 
between health professionals’ intentions and their self-reported responses 
toward victims of DV; 
- Multiple regression modelling was applied to control for possible background 
variables to examine the relative effects of TPB components on health 
professionals’ intentions.  
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5.1.6 Ethics approval 
Prior to the data collection, the study was reviewed and approved by the QUT’s 
Ethics Committee (No: 1100001317) and the Local Ethics Committee, Hanoi School 
of Public Health (No: 039/2011/TYCC-HD3). Data from the survey was not used for 
other goals. Participation was voluntary and participants could leave this study 
whenever they liked without facing any consequences. All information about the 
participants was kept confidential. This survey was also approved by the managers of 
the four hospitals involved in the main survey.  
5.2 Questionnaire development 
5.2.1 Establishment of validity and reliability of the questionnaire 
 This section details methods used to estimate the validity and reliability of the 
questionnaire which include: internal consistency reliability, test-retest reliability, 
construct validity, face validity and content validity (table 5.1)  
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  Direct measures Indirect measures 
Validity 
Content 
validity 
Send the questionnaire 
to an expert panel 
Send the questionnaire to an 
expert panel 
Face 
validity 
Ask 5 respondents to 
confirm the 
questionnaire is 
understandable and 
answerable 
Ask 5 respondents to 
confirm the questionnaire is 
understandable and 
answerable 
Reliability 
Criterion-
related 
validity 
Constructed in 
accordance with 
established guidelines 
Simple bivariate correlation 
between direct and indirect 
measures 
Internal 
consistency 
 Cronbach's alpha No need 
Test- retest 
Use the same 
questionnaire on the 
same group after 7 days 
Use the same questionnaire 
on the same group after 7 
days 
Table 5.1. Establishment of psychometric property of the questionnaire 
 
5.2.1.1 Content validity  
Content validity refers to the extent to which a measure adequately samples the 
content domain, that is the universe of behaviours or attributes make up a particular 
construct (Rathus & Feindler, 2004). To establish the content validity of the 
instrument, the instrument was sent to local and international experts in Theory of 
Planned Behaviour and Domestic Violence for review. Panel members were given 
opened-end questions with regard to the applicability of the content and the clarity of 
the phrasing. The panel also was asked to make comments on each item and give any 
further suggestions to improve the questionnaire. The expert panel members were: 
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Ms Berit Kieselbach (MSc), an expert in DV from Department of Violence and 
Injury Prevention (VIP), World Health Organization. The responsibilities of VIP 
include: Intimate partner and sexual violence (IPV-SV) prevention, Capacity 
development on IPV-SV, and Advocacy on IPV-SV. Within VIP, Ms Kieselbach's 
main tasks are to provide technical support and training in the development, 
implementation and evaluation of national and regional policies and programmes for 
preventing intimate partner and sexual violence against women and to advocate for 
increased attention and resources to respond to the issue. With an academic 
background in Psychology (MSc), this expert is also familiar with the Theory of 
Planned Behaviour.  
Dr Cathryne Lang (PhD), an expert in the Theory of Planned Behaviour. Dr Lang 
is a lecturer in Psychology, Faculty of Arts & Sciences, Australian Catholic 
University. At the time of reviewing the questionnaire, Dr Lang held the position of a 
Project Manager of Women Wellness Programs at Queensland University of 
Technology, Australia. 
Dr Thi Phuong Mai Le (PhD), an expert in DV from the United Nations 
Population Fund (UNFPA), Vietnam. UNFPA is an international development agency 
that promotes the right of every woman, man and child to enjoy a life of health and 
equal opportunity. UNFPA supports countries in using population data for policies and 
programmes to reduce poverty and to ensure that every pregnancy is wanted, every 
birth is safe, every young person is free of HIV/AIDS, and every girl and woman is 
treated with dignity and respect. At the time of reviewing the questionnaire, Dr Le 
held the position of Programme Division Specialist (PD). 
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Ms Song Ha Vu (MSc), an expert in DV from Center for Health Initiative 
Population (CCIHP), Vietnam. CCIHP is a non-government of Vietnam established to 
meet the complex problems of health and social population in contemporary Vietnam 
including health management, gender and privilege for women, reproductive health, 
sexuality, and HIV & AIDS. CCIHP contributes to addressing these issues through 
strategic and creative approach. At the time of reviewing the questionnaire, Ms Vu 
was undertaking her PhD in Australia and had a number of publications in the 
domestic violence domain. 
Mr Quang Trung Truong (MSc), a chief nurse from the Hospital of Hanoi Medical 
University, Vietnam. At the time of reviewing the questionnaire, Mr Truong was 
undertaking his PhD in Australia. The chief nurse was expected to give comments 
from the point of view of a leader in a clinical context in Vietnam.  
5.2.1.2 Face validity  
Face validity refers to the extent to which the purpose of the test can be detected 
from the item content (Rathus & Feindler, 2004). To ensure this, a group discussion 
among five respondents of the target population (3 nurses and 2 doctors) was 
conducted with regards to the formatting and wording of the questionnaire to confirm 
it was understandable and answerable (Francis et al., 2004). The questions included: 
- Is any item too difficult to answer? 
- Do you feel some items are repetitive? 
- Is the questionnaire too long? 
- Is the questionnaire too superficial? 
- Are there any annoying words/sentences? 
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Rewording and reformatting was then done according to the feedback.  
5.2.1.3 Criterion-related validity and reliability  
Criterion-related validity  
This assesses the ability of the measure to predict a variable which is 
designated as a criterion. A criterion may well be an externally defined 'gold 
standard'. Achieving this level of validity thus makes results more realizable. A 
series of simple bi-variate correlations between direct and indirect measures of the 
same construct were calculated to confirm the validity of the indirect measures. High 
correlations would likely be a reflection of indirect measures that were well 
constructed and adequately cover the breadth of the measured construct (Francis et 
al., 2004). 
Reliability: Internal consistency  
The reliability and validity of direct TPB measures were estimated in formative 
research. First, a TPB questionnaire was constructed in accordance with established 
guidelines. The direct items designed to assess a given TPB construct (attitude, 
subjective norms, Perceived Behavioural Control intention, or behaviour) were then 
submitted to an internal consistency analysis to establish reliability (Ajzen, 2005; 
Francis et al., 2004). This is a minimal requirement to confirm the assumption that the 
items selected do in fact assess the same underlying construct. Each item is, by itself, 
designed to be a direct measure of the theoretical construct, and the different items 
used to assess the same construct should correlate with each other and exhibit high 
internal consistency. Cronbach's alpha is the most commonly used coefficient (Ajzen, 
2005; Francis et al., 2004). While different levels of reliability are required, depending 
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on the nature and purpose of the scale, the  recommended  minimum is a level of 0.7 
(Pallant, 2009). 
For theoretical reasons, this requirement is not imposed on the beliefs that are 
assumed to determine attitudes, subjective norms, and perceptions of behavioural 
control (Ajzen, 2006; Glanz et al., 2008). Accessible behavioural beliefs are assumed 
to account for attitudes toward the behaviour, accessible normative beliefs for 
subjective norm, and accessible control beliefs for Perceived Behavioural Control. 
However, no assumption is made that salient beliefs are internally consistent (Ajzen, 
2006). People’s attitudes toward behaviour can be ambivalent if they believe that the 
behaviour is likely to produce positive as well as negative outcomes. The same is true 
of the set of accessible normative beliefs and the set of accessible control beliefs. 
Consequently, internal consistency is not a necessary feature of belief composites 
(Ajzen, 2006). 
Reliability: Temporal stability  
Another way to estimate reliability is to examine a measure’s temporal stability 
(test-retest reliability). This criterion can be applied to the direct measures of the 
theory’s three major components, as well as to belief composites. Temporal stability is 
in fact an important characteristic in prospective studies that attempt to predict 
behaviour at a later point in time. If measures of the theory’s constructs lack temporal 
stability, they cannot be expected to predict later behaviour. 
As items were looked at individually, each was considered as a 
categorical/ordinal variable. Therefore, Kappa statistic, the agreement between 
replicate measurements taken at different points in time, was used to assess the 
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temporal stability of each item (Kirkwood & Sterne, 2010). Based on the criteria 
originally proposed by Landis and Koch (1977):  
- Kappa values greater than 0.75 are often taken as representing excellent 
agreement; 
- Those between 0.4 and 0.75 as fair to good agreement; and 
- Those less than 0.4 as moderate or poor agreements. 
The pilot test 
The pilot test took place at one hospital prior to the main survey. Fifteen nurses and 
fifteen doctors participated in this pilot. To protect confidentiality and to ensure a 
standard administration procedure, all steps of participant recruitment, collecting and 
managing data using anonymous questionnaires were performed strictly as in the main 
survey. The average time to complete the pilot questionnaire was about 30 minutes. 
Data collected from the pilot was used to estimate the criterion-related validity and 
internal consistency. All of these participants were asked to answer the questionnaires 
again one week later to confirm the test-retest reliability. The response rate of the 
retest was 100%.  
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5.2.2 Steps in questionnaire development 
*Back translation procedure was applied (this procedure is described in detail in page 60) 
** At these stages, as the questionnaire was in Vietnamese, the PhD student outlined points 
which needed to be amended and held discussions with supervisors in English prior to making 
revisions to the questionnaire in Vietnamese 
Figure 5.1. Steps in questionnaire development 
Step 1:  Initial questionnaire  
Developed by the PhD student and 
supervisor team in English 
Step 2: Content validity 
Expert panel’s review in English 
Step 3: Face validity 
Discussion group in Vietnamese with 5 
nurses and doctors 
Step 4: Construct validity and 
reliability  
Pilot test, test and retest (N=30), in 
Vietnamese 
Step 5: Final questionnaire 
In Vietnamese 
Revision, and translation into 
Vietnamese* 
Revision in Vietnamese** 
 
Revision in Vietnamese** 
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5.2.3 Introduction to the questionnaire 
Originally, as determined in the elicitation study, this research project examined 
three particular behaviours: identification, providing personal counselling and referral 
of the abused victim to appropriate services. However, the beliefs towards each of the 
three behaviours overlapped more than 80% of the time (Appendix C- table C.1). In 
order to reduce participant burden by minimising the number of items each participant 
responds to, in the case where the same belief was held towards three behaviours, the 
item referred to the combination of identification, providing personal counselling and 
referral as “response to victims of DV”. In the case where the belief was specific to 
only one or two of the three target behaviour(s), the item specified the behaviour(s) for 
clarity.  
The elicitation study revealed that there were no significant differences between 
the beliefs of nurses and doctors; staff in Tu Son and Duc Giang hospital; staff in 
emergency and outpatient unit; as well as clinical staff compared to staff in joint 
clinical/management positions. Therefore, the questionnaire was uniform for a sole 
target population which was health workers working in emergency and outpatient 
units.  
As specified by Ajzen and Fishbein (1975), only those beliefs reported by at 
least 10% of participants (corresponding with two people) in the elicitation study are 
used in the formulation of belief-based measurements for the main survey. In table 
C.1, the beliefs presented in the grey rows are those which were reported by one 
person (less than 10% of the total) and so they were excluded from this study. 
A 7-option response format is often recommended in the TPB literature (Francis 
et al., 2004). Accordingly, the Likert scale used in this questionnaire includes 7 points, 
where: 
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Response Scale 
Unipolar Bipolar  
1 -3 strongly disagree/extremely unlikely 
2 -2 disagree/unlikely  
3 -1 slightly disagree/slightly unlikely 
4 0 either 
5 1 slightly agree/slightly likely 
6 2 agree/likely 
7 3 strongly agree/extremely likely 
Table 5.2. Response scale used in the questionnaire 
 
Response scales are unipolar (1 to 7) or bipolar (-3 to +3) depending on whether 
the concept to be measured is uni-directional (e.g. probability) or bi-directional (e.g. 
evaluation). However, in the data collection process the questionnaires delivered were 
only presented with unipolar scales (1 to 7) to make it easier for participants to follow. 
The data was then converted to bipolar scale (-3 to +3) where required in the data 
analysis procedure. 
This study used anonymous mass self-administered questionnaires. The use of 
self-administered questionnaires minimises the effects of social desirability bias, that 
is, it reduces the salience of social cues by isolating the respondents (Shulman & 
Silverman, 1974). Although self-administration may not always reduce social 
desirability bias, there are indications that mail surveys and anonymous mass self-
administration can result in less distortion than other methods of administration 
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(Paulhus, 1984). However, the absence of an interviewer for self-administration 
requires that  the questionnaire should not be too complex and items are mainly of the 
closed-ended type (Nederhof, 1985). With regards to the questionnaire used in this 
study, these conditions were satisfied. The questionnaire was approved by the expert 
panel for its content validity and by group discussion for its clarity and readability. 
The questionnaire was considered to be suitable for an anonymous mass self-
administered procedure.  
5.2.4 Questionnaire structure and the evaluation of the validity and reliability  
The questionnaire included 9 parts. Part 1 related to participants’ information 
regarding demographic characteristics, knowledge and training history regarding DV. 
The second part included questions about intentions of nurses and doctors to respond 
to victims of DV. Parts 3, 4, and 5 were designed for direct measures while parts 6, 7 
and 8 were designed for indirect measures of attitudes, subjective norms and Perceived 
Behavioural Controls of health professionals regarding responses to DV victims. The 
final part was designed to measure nurses’ and doctors’ activities regarding domestic 
violence in their clinical practice. 
5.2.4.1 Demographic characteristics 
Personal information 
In this section, nurses and doctors were asked for personal information such as 
their age, marital status, work experience and the positions they held in their hospitals.  
In the TPB, such background factors are believed to influence intentions and 
behaviours indirectly by their effects on behavioural, normative or control beliefs and 
through these beliefs, their effects on attitudes, subjective norms, or Perceived 
Behavioural Control (Ajzen, 2005). Expert panel members confirmed in their review 
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feedback that these questions were sufficient and appropriate to ask. In the group 
discussion among the target participants, five nurses and doctors agreed that health 
professionals were fine to report the personal information asked of them in this 
section.   
Knowledge about Domestic Violence in Vietnam 
Questions regarding knowledge about DV in Vietnam were adapted from 
published research (Cann et al., 2001). A Letter of Permission was gained from the 
main author (Appendix B). Minor amendments were performed to make these 
employed questions fit with the DV context in Vietnam. The rest of the questionnaire 
regarding knowledge about DV was built based on the literature review (Rathus & 
Feindler, 2004; Salber & Taliaferro, 2006) and the research team’s experience in this 
area.  
 After addressing changes recommended by the expert panel, 20 knowledge 
related questions were included. These included 12 questions about risk factors (4 
questions), scope (5 questions), consequences (3 questions); and 8 questions about 
Vietnamese law on DV. Each question is a DV related statement where nurses/doctors 
were asked to choose 1 correct answer out of 3 options provided. These 3 answer 
options include whether nurses/doctors believe a particular statement is true or false or 
if they are not sure about the answer. A correct answer would make one point and the 
overall score for knowledge was the sum of the total number of correct answers. The 
false answers and “not sure” answers contributed 0 points.  
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Table 5.3. Weighted Kappa coefficients of test and retest reliability for 
questions about domestic violence knowledge (N=30) 
Items 
Kappa 
coefficient 
Domestic violence usually stops during pregnancy .65*** 
The abused woman is more likely to go to the police than to come to 
health services 
.83*** 
 If a woman leaves an abusive man, the abuse by him will stop .70*** 
Domestic violence is unlikely to occur when the husband has suffered 
child maltreatment 
.64*** 
Domestic violence is not a problem among highly educated .79*** 
Domestic violence includes physical aggression, sexual coercion, and 
psychological and financial abuse 
.66*** 
When the husband threatens to hurt the children to force the wife to do 
what he wants, this is an act of violence 
.95*** 
Isolating a woman from her friends and family is a kind of domestic 
violence 
.98*** 
Woman with domestic violence has higher risks of having sexually 
transmitted diseases, HIV and unwanted pregnancies than a woman 
without domestic violence                                                                                                                                                                                                                                                                                                                                                    
1.00*** 
Woman with domestic violence is more likely to experience smoking, 
alcohol and drug abuse than a woman without domestic violence 
.80*** 
A women is more likely to be murdered on the street than in her own 
home 
1.00*** 
Violence only occurs in homosexual relationships .84*** 
Hitting your marital partner is a crime .79*** 
Forcing sex on your marital partner is a crime .50** 
Health professionals have the responsibility to identify, support the 
victims of domestic violence 
.75*** 
Cost health care treatment for victims of domestic violence stands out 
of the items covered by health insurance. 
.71*** 
It is the responsibility of health workers to keep the personal 
information of victims of domestic violence confidential 
.92*** 
Reporting the victims of domestic violence is the responsibility of 
health workers 
.70*** 
A health care centre has the responsibility to inform and cooperate 
with commune authorities where the health centre locates or where the 
violence happens to support for the abused women when necessary 
.64*** 
A health care centre can request commune authorities where the health 
centre locates or where the violence happens to provide a temporary 
accommodation for  abused victims  
.75*** 
***p<.001 
**p< .01 
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The panel confirmed the knowledge related questions content was sufficient 
and appropriate to assess the knowledge and background of health professionals 
regarding DV. Two main amendments were suggested by the panel: (1) Rewording 
statements with negative words if possible as the use of negation is not encouraged in 
making statement testing knowledge. (2) A question about Vietnamese law “A health 
care centre can arrange temporary accommodation for the abused woman” was 
removed as the panel suggested this question is not related.  
Nurses and doctors participating in the discussion group found that the questions 
were not too simple or too difficult for their colleagues to answer. Weighted Kappa 
coefficients were calculated for each item in order to examine the test-retest reliability. 
7 items present very good agreement (Kappa coefficient > .80), 12 items present good 
agreement (Kappa coefficient is between 0.61 - 0.80) and only 1 item presents 
moderate agreement. These outcomes confirm that measures of this section are stable 
over time. 
Training history regarding DV 
Originally, this section was designed to gain information about the training 
history of health professionals about DV both in their academic and in-service 
training. For each type of training, medical or nursing health professionals were asked 
if they were trained in this content and their evaluation of the content. The panel then 
commented that the questionnaire seemed too long and annoying if questions about 
health professionals’ evaluation were asked twice, once for academic and again for in-
service training. Further, most of nurses might not have received any DV training in 
their academic training course. The panel recommended that, for the academic 
training, in the pilot test, it may only need to explore whether content was covered in 
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health professionals’ university/college/high school programs. The pilot test outcome 
confirmed that 100% (N=30) of nurses and doctors did not receive any training about 
DV in their academic education. Therefore, the questionnaire for the main survey did 
not include questions about academic training and only included questions to evaluate 
health professionals regarding DV content that they received from in-service training.  
Weighted Kappa coefficients were calculated for each item in order to 
investigate the test-retest reliability. All items present very strong agreement (Kappa 
coefficient > 0.80). 
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Table 5.4. Weighted Kappa coefficients of test and retest reliability for questions 
about domestic violence training history (N=30) 
Items Kappa coefficient 
Which type of in-service training you have attended? One or 
two hour lecture only 
a 
.93*** 
Which type of in-service training you have attended? One or 
two day seminar/ workshop 
a 
1.00*** 
Which type of in-service training you have attended? Short 
course (more than 3 days of training) 
a 
1.00*** 
Which type of in-service training you have attended? Other 
a 
.87*** 
Was the content “Knowledge on domestic violence 
(definition, type, causes and consequences)” covered by your 
most recent training? 
b 
.94*** 
Was the content “Screening for victims of domestic violence” 
covered by your most recent training? 
b 
.82*** 
Was the content “Providing personal counselling for the 
abused victim” covered by your most recent training? b 
1.00*** 
Was the content “Gender sensitivity/ gender equality” 
covered by your most recent training? 
b 
.94*** 
Was the content “Legal aspects regarding domestic violence” 
covered by your most recent training? 
b 
.94*** 
a
 4 answer options for each of these questions, respondents were asked to circle any 
option if applicable 
b
 These questions have 4 answer options: Covered, and the content is helpful for 
clinical practice/ Covered, but the content is not sufficient for clinical practice/ 
Covered in theory/ Not covered. Respondents can only choose one answer option 
only. 
***p<.001 
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5.2.4.2 Intention to respond to abused women 
This section included three direct questions asking about nurses’ and doctors’ 
intentions to identify, provide personal consulting and refer the victims to a support 
centre. In standard TPB questionnaires, direct questionnaires are generally used. For 
example "If you suspect that a female patient has been abused, will you question and 
screen the woman about the problem?". An issue raised by the expert panel was the 
questions seemed very prone to social desirability bias. 
Recent evidence indicates that indirect questions can be used to reduce social 
desirability bias for sensitive questions. Indirect questioning allows respondents to 
project their attitudes into the response situation by asking them to report on the 
"nature of the external world" rather than themselves (Westfall et al., 1957). 
Therefore, all questions in this part, as well as in other parts of the questionnaire, were 
changed into indirect questions "If a health professional suspects that a female patient 
has been abused, do you think that nurse/doctor will question and screen the woman 
about the problem?" Respondents will then feel that they are giving information about 
situations based on fact rather than opinion and so they respond behind "a facade of 
impersonality" (Simon & Simon, 1975). Fisher and Tellis (1998) say that indirect 
questions are more strongly correlated with the estimated true score than direct 
questions that were corrected for social desirability bias. Indirect questioning provides 
a better estimate of the true scores of socially-sensitive variables. Nurses and doctors 
who participated in the group discussion also commented that if they are asked 
indirect questions, their responses will be a more accurate reflection of their beliefs 
about what their colleagues might do, the answers therefore are more reliable than if 
they are asked to reflect themselves directly in what they do. 
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Table 5.5. Weighted Kappa coefficients of test and retest reliability for questions 
about health professionals’ intentions (N=30) 
 
Items Kappa coefficient 
If a health professional suspects that a female patient has been 
abused, do you think, whether that nurse/doctor will question and 
screen the woman about the problem? 
.91*** 
If a health professional identify the abused woman, do you think, 
whether that nurse/doctor will provide the woman with personal 
counselling? 
.86*** 
If a health professional identify the abused woman, do you think, 
whether that nurse/ doctor will refer the woman to services where she 
can have further support (such as a branch of the Vietnam Women 
Union, or a police station)? 
.82*** 
***p < .001 
The outcomes of test and retest confirm that there are strong agreements in the 
responses of nurses and doctors with regards to their intentions, one week after 
administering the questionnaire (Kappa coefficients > 0.81; p < 0.001). 
5.2.4.3 Direct measure of attitudes 
Attitude toward behaviour is defined as a person’s overall evaluation of 
performing the behaviour in question. Empirical research (Glanz et al., 2008) has 
indicated that there are usually two separate components used to estimate overall 
evaluation. The first component is instrumental in nature, presented by such adjective 
pairs as valuable-worthless, and harmful-beneficial. The other component has a more 
experiential quality and is reflected in such scales as comfortable-uncomfortable and 
enjoyable-unenjoyable. It is recommended that the initial set of attitude scales should 
include both components. The following is an example of a response with an adjective 
pair: 
Chapter 5: Research methodology for the main survey and the development of a theory of 
planned behaviour questionnaire Page 98 
 
 Identification of the abused woman by screening and questioning is  
Harmful: ___:___:___:___:___:___:___: beneficial 
The expert panel commented that, to ensure the questionnaire format is friendlier 
to all participants who may have different experience in accessing the survey 
questionnaires, a sole Likert scale (agreement Likert scale) should be used consistently 
throughout the questionnaire. Therefore, instead of adjective pairs as used in the 
primarily design, items were reworded and participants’ responses were their level of 
agreement (from 1 to 7) with a particular statement. For instance, the participants were 
asked to score their agreement for a statement “Identification of the abused woman by 
screening and questioning is beneficial”. The sum of the scores of all items in this part 
represents the overall score for direct measure of attitudes. 
Another comment from the expert panel was that these evaluations seem to be 
quite general; each component of behavioural evaluation should be specified for either 
health care staff or the abused women. In particular, the first component should be the 
extent to which the behaviours of health staff will benefit and be valuable for the 
women. The second component should be about how the health professionals 
themselves feel comfortable with or even enjoy performing the behaviour. The above 
example item was then formed in the final version of the questionnaire as: 
“Identification of the abused woman by screening and questioning will benefit the 
woman” 
Strongly disagree 1 2 3 4 5 6 7 Strongly agree 
 
In each component, items showed high correlations with each other (Cronbach 
alpha values were all greater than 0.7), confirming that items were accessing the same 
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underlying construct. The direct measures of attitudes also showed high (Kappa 
coefficient is between 0.61-0.80, p < 0.001) or very high (Kappa coefficient > 0.80, p 
< 0.001) levels of agreement across all items in test and retest reliability. 
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Table 5.6. Level of agreement and internal consistency test of direct measure of attitudes (N=30) 
Items Kappa coefficient Cronbach’s alpha 
Identification of the abused 
woman by screening and 
questioning : 
will benefit the women .84*** 
.77 
will be valuable for the women .94*** 
is a task that health professional feel enjoy doing .84*** 
.91 
is a task that health professional feel comfortable to do  .70*** 
Providing the abused woman 
with personal counselling 
will benefit the women .89*** 
.79 
will be valuable for the women .84*** 
is a task that health professional feel enjoy doing .81*** 
.93 
is a task that health professional feel comfortable to do .83*** 
Referral of the abused woman to 
a place that they can find further 
support (such as refer of her to a 
Women’s Support Centre like a 
branch of the Vietnam Women 
Union or a police station): 
will benefit the women .88*** 
.80 
will be valuable for the women .76*** 
is a task that health professional feel enjoy doing .87*** 
.96 
is a task that health professional feel comfortable to do  .71*** 
*** p < .001 
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5.2.4.4 Direct measure of subjective norms 
Two different formats of questions can be used to obtain a direct measure of 
subjective norms: injunctive norm and descriptive norm (Ajzen, 2006; Francis et al., 
2004; Glanz et al., 2008). The injunctive norm format is defined as belief about 
whether most people approve or disapprove of the behaviour (Glanz et al., 2008). For 
example: 
Most people who are important to me think that  
I should: ____:____:____:____:____:____:____: I should not 
refer the victims of DV to a Women’s support centre 
A disadvantage of this format is responses to items are often found to have 
low variability because important others are generally perceived to approve of 
desirable behaviours and disapprove of undesirable behaviour (Ajzen, 2006). The 
expert panel also commented that items in this format are likely to have a floor effect 
or ceiling effect. Health professionals will absolutely believe that people who are 
important to them think they should do something good or should not do something 
bad for the abused women. To alleviate this problem, the items of direct measure of 
subjective norm were designed to capture descriptive norm, i.e., whether important 
others themselves perform the behaviour. Injunctive questions can be reformulated to 
take on a descriptive quality. Similar with direct measure of attitudes, instead of 
using adjective pairs as in the primarily TPB design, items were reworded so that the 
response format could be the level of agreement (from 1 to 7). For example: “I think 
most nurses and doctors will screen and question the women (if they suspect) to 
identify whether she is an abuse women”.  
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Strongly disagree 1 2 3 4 5 6 7 Strongly agree 
 
The sum of these three items makes up the overall score of subjective norms. 
Three direct measures of subjective norms corresponding with an individual 
behaviour were examined for internal consistency. Items showed high or very high 
correlations with each other (Cronbach alpha values were all greater than 0.7). There 
was also consistency in responses of participants between pre-test and post-test, the 
Kappa coefficient values were high (between 0.61-0.80, p < 0.001) or very high (> 
0.80, p < 0.001).  
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Table 5.7. Level of agreement and internal consistency test of direct measure of subjective norm (N=30) 
 
Items 
Kappa 
coefficient 
Cronbach’s 
alpha 
I think most nurses and doctors will screen and question the woman (if they suspect) to identify whether she is an 
abused woman 
.71*** 
.74 
It is the professional duty of nurses and doctors to screen and question the woman (if they suspect) to identify whether 
she is an abused woman 
.85*** 
I think, nurses and doctors will feel under social pressure to screen and question the woman (if they suspect) to identify 
whether she is an abused woman 
.79*** 
I think most nurses and doctors will provide the abused woman with personal counselling once identified .73*** 
.95 It is the professional duty of nurses and doctors to provide the abused woman with personal counselling .73*** 
I think, nurses and doctors will feel under social pressure to provide the abused woman with personal counselling .81*** 
I think most nurses and doctors will refer the abused woman to place where she can have further support (such as to a 
Women’s Support Centre like a branch of the Vietnam Women Union or a police station) once identified 
.90*** 
.84 
It is the professional duty of nurses and doctors to refer the abused woman to place where she can have further support 
(such as to a Women’s Support Centre like a branch of the Vietnam Women Union or a police station)  once identified 
.74*** 
I think, nurses and doctors will feel under social pressure to refer the abused woman to place where she can have 
further support (such as to a Women’s Support Centre like a branch of the Vietnam Women Union or a police station)  
once identified 
.75*** 
*** p < .001 
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5.2.4.5 Direct measure of Perceived Behavioural Control  
The first component of direct measure of Perceived Behavioural Control is 
self-efficacy (Ajzen, 2006; Glanz et al., 2008). Items of this component need to 
capture people’s confidence that they are capable of performing the behaviour under 
investigation (Francis et al., 2004; Glanz et al., 2008). The second component of this 
measure includes items which refer to the behaviour’s controllability. The items 
address people’s beliefs that they have control over the behaviour, whereby its 
performance is or is not up to them (Ajzen, 2006; Glanz et al., 2008). A direct 
measure of PBC is the sum of items of both components. 
A member of the expert panel who does not speak Vietnamese was concerned 
that items might sound similar after being translated into the Vietnamese language. 
Therefore, after the back-translation procedure, the Vietnamese version of this 
measure was carefully considered in the group discussion. In the discussion, nurses 
and doctors of the target population confirmed that items are discernibly different 
from each other; the responses also potentially vary from item to item and from 
participant to participant.  
Cronbach’s alpha values of items within a construct showed high levels of 
internal consistency (Cronbach’s alpha all > 0.80). Outcomes of test and retest also 
confirmed high or very high levels of agreement in responses of participants after 
one week; the Kappa coefficient values were all greater than 0.70, p < 0.001.  
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Table 5.8. Level of agreement and internal consistency test of direct measure of Perceived Behavioural Control (N=30) 
Items 
Kappa 
coefficient 
Cronbach’s 
alpha 
Nurses/ doctors are  confident when they screen and question the woman (if they suspect) to identify whether she is an 
abused woman 
.71*** 
.88 
It’s easy for nurses/doctors to screen and question the woman (if they suspect) to identify whether she is an abused 
woman 
.85*** 
It’s entirely up to nurses/ doctors to whether or not they want to screen and question the woman (if they suspect) to 
identify whether she is an abused woman 
.73*** 
.87 
It’s in nurses/doctors’ control to give the decision to screen and question the woman (if they suspect) to identify whether 
she is an abused woman 
.82*** 
Nurses/ doctors are  confident when they provide the abused woman with personal counselling  .77*** 
.81 
It’s easy for nurses/ doctors to provide the abused woman with personal counselling .82*** 
It’s entirely up to nurses/ doctors to whether or not they want to provide the abused woman with personal counselling .78*** 
.90 
It’s in nurses/doctors’ control to give the decision to provide the abused woman with personal counselling .82*** 
Nurses/ doctors are  confident when they refer the abused woman to place where she can have further support (such as to 
a branch of the Vietnam Women Union or a police station)  once identified 
.86*** 
.90 
It’s easy for nurses/ doctors to refer the abused woman to place where she can have further support (such as to a branch 
of the Vietnam Women Union or a police station)  once identified 
.74*** 
It’s entirely up to nurses/ doctors to whether or not they want to refer the abused woman to place where she can have 
further support (such as to a branch of the Vietnam Women Union or a police station)  once identified 
.91*** 
.86 
It’s  in nurses/doctors’ control to give the decision to refer the abused woman to place where she can have further 
support (such as to a branch of the Vietnam Women Union or a police station)  once identified 
.78*** 
*** p<  .001 
Chapter 5: Research methodology for the main survey and the development of a theory of 
planned behaviour questionnaire Page 106 
 
5.2.4.6 Indirect measure of attitudes 
A person’s behavioural beliefs about the likelihood that performance of the 
behaviour will result in certain outcomes are measured on unipolar (1 to 7) scales. 
Evaluations of each outcome are measured on bipolar (-3 to +3) scales. For example, 
the elicitation study found that, one outcome of “providing personal counselling to the 
abused woman” may be “this will provide the woman with a sympathetic ear”. A 
person’s behaviour belief about this outcome is measured by having him/her rate how 
much he/she agrees that “personal counselling will provide the woman with a 
sympathetic ear”. The person’s evaluation of this outcome is measured by rating the 
degree of agreement to which “a sympathetic ear” is desired by the woman. An 
“indirect measure” of the person’s attitude toward performing the behaviour is 
computed by first multiplying his behavioural belief concerning each outcome by the 
corresponding outcome evaluation rating and then summing these product scores across 
all outcomes of the behaviour. 
For example, a person may strongly believe that “personal counselling” results in 
“providing a sympathetic ear” for the abused woman (belief scored as 7) and may 
evaluate “a sympathetic ear” as very desirable (evaluation score as +3), resulting in a 
belief-evaluation product score of +21. Thus, a strong belief that performing the 
behaviour will result in a positively valued outcome contributes to an overall positive 
attitude. Conversely, a strong belief (belief score as +7) that behaviour will result in a 
negative valued outcome (evaluation score as -3) contributes negatively (product = -21) 
to the person’s attitude. 
With regards to the content of outcome evaluation items, there was an amendment 
made in this questionnaire compared to the standard TPB questionnaire. In the standard 
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TPB questionnaire, these items are usually designed to measure a person’s general 
evaluation of an outcome. That is, the person simply values a particular outcome in a 
scale such as; bad-good scale, undesired-desired scale. For example, in the initial 
questionnaire, participants were asked to rate their level of agreement for an item 
“Providing the abused woman a sympathetic ear is desirable” However, the review 
panel commented that it should specify who desired the outcome. The outcome desired 
by the woman and the outcome desired by the health professionals themselves may have 
different influences on the health professionals’ performance of the behaviour. In 
addition to the bad-good scale, undesired-desired scale in the standard TPB, more 
flexible scales were recommended to be used for outcome evaluation items such as 
unnecessary-necessary scale, unimportant-important scale. The panel explained that, 
considering the context of this questionnaire, the item “Meddling with the abused 
woman’s private world is necessary”, for example, would make more sense than the 
item “Meddling with the abused woman’s private world is desirable”. Because in the 
reality we never desire to destroy the private world of the abused woman but it may be 
believed that it is necessary to help the woman escape from DV. The application of 
unnecessary-necessary scale could then increase the variation in participants’ responses. 
In the discussion group, nurses and doctors also agreed that they feel much more 
confident about the accuracy of their responses with revised items of outcome 
evaluation.                                
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 Overall attitude score 
Figure 5.2. Scoring attitudes 
 
The outcome from the pilot test showed that there were high correlations between 
overall scores of direct measures and overall scores of indirect measures of attitudes. 
Pearson correlations were 0.69***, 0.65*** and 0.62*** for attitudes towards 
identification, providing personal counselling and referral respectively (where 
***p<0.001). These confirm that the indirect measures were constructed in appropriate 
manners. Test and retest also confirmed the stability of the indirect measure of attitudes; 
Kappa coefficients are all greater than 0.7, p < 0.001. 
  
+ 21 
• Strong belief (+7) x Positive outcome (+3) 
+ 3 
• Weak belief (+1) x Positve outcome (+3) 
0 
• Neuter outcome (0) 
- 3 
• Weak belief (+1) x Negative outcome (-3) 
- 21 
• Strong belief (+7) x Weak outcome (-3) 
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Table 5.9. Level of agreement of indirect measure of attitudes (N=30) 
 
Items 
Kappa 
coefficient 
If nurses/ doctors identify and provide personal counselling to the 
abused woman, it will support them in providing care for her 
.77*** 
Better conditions in providing care for the abused woman play an 
important role in her recovery  
.85*** 
If nurses/ doctors identify and provide personal counselling to the 
abused woman, nurses/ doctors will provide the woman with a 
sympathetic ear 
.80*** 
A sympathetic ear is desired by the abused women .81*** 
If nurses/ doctors refer the abused woman to a Women’s support 
centre or a police station, there will be more advanced support for 
the woman 
.82*** 
More advanced support for the abused woman is always necessary  .74*** 
If nurses/ doctors refer the abused woman to a place where they 
can receive further support, there will be a disruption to the 
woman’s household, she will be away from her family and 
children 
.78*** 
Disruption to the household of the abused woman is necessary .95*** 
If nurses/ doctors have any response to the abused woman, these 
nurses/ doctors will have the feeling of doing something positive  
.77*** 
Doing something positive for others is a feeling that people 
always aim to 
.73*** 
If nurses/ doctors have any response to the abused woman, there 
will be negative reactions from her husband  
.84*** 
Negative reactions from the abused woman’s husband is not a 
concern 
.72*** 
If nurses/ doctors have any response to the abused woman, there 
will be negative reactions from her husband family 
.74*** 
Negative reactions from the woman’s husband family is not a 
concern 
.84*** 
If nurses/ doctors have any response to the abused woman, nurses/ 
doctors may be meddling too much with the woman’s private 
issues 
.73*** 
Meddling with the abused woman’s private world is necessary .79*** 
*** p < .001 
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5.2.4.7 Indirect measure of subjective norms 
Respondents’ normative beliefs about whether they should perform the behaviour 
are measured on bipolar scales scored -3 to +3, while motivation to comply with each 
referent is measured on unipolar scales scored 1 to 7. For example, one potential 
referent group with regard to “identifying the abused women” is compassionate people. 
A health professional’s normative belief concerning compassionate people is measured 
by asking the health professionals to rate the degree to which they believe 
compassionate people think the health worker should versus should not identify the 
abused woman. Motivation to comply is measured by having the health professionals 
rate agreement versus disagreement with the statement “The approval of compassionate 
people is important to nurses/doctors”. An indirect measure of health professional’s 
subjective norm is computed by multiplying normative beliefs about each referent by 
the motivation to comply with that referent, and then summing these product scores 
across all referents.  
Figure 5.3. Scoring subjective norm 
 
 
                                                                                       Overall subjective norm score 
+ 21 
• Referent approves the behaviour (+3) x Strong motivation to comply (7) 
 
+ 3 
• Referent approves the behaviour (+3) x Weak motivation to comply (1) 
0 
• Referent has no idea about the behaviour (0) 
- 3 
• Referent disapproves the behaviour (-3) x Weak motivation to comply (1) 
- 21 
• Referent disapproves the behaviour (-3) x Strong motivation to comply (7) 
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Indirect measures of subjective norms were constructed following the standard TPB 
questionnaire and no amendment was recommended by the expert panel or raised in the 
group discussion. Pearson coefficients for the correlation between direct measures and 
indirect measures of attitudes, subjective norms and Perceived Behavioural Control 
were 0.48 (p=0.007), 0.50 (p=0.005) and 0.34 (p=0.04) respectively. There were also 
high levels of agreement in responses of participants between retest and post-test, 
Kappa coefficients were at least 0.76.  
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Table 5.10. Level of agreement of indirect measure of attitudes (N=30) 
 
Items 
Kappa 
coefficient 
Compassionate people will approve of nurses/ doctors if nurses/ 
doctors have any response to the abused woman 
.83*** 
The approval of compassionate people is important to nurses/ 
doctors 
.85*** 
Nurses/ doctors’ family will approve of nurses/ doctors if they 
have any response to the abused woman 
.86*** 
The approval of the family is important to nurses/ doctors .81*** 
Nurses/ doctors’ colleagues will approve of nurses/ doctors if they 
have any response to the abused woman 
.84*** 
The approval of colleagues is important to nurses/ doctors .90*** 
The abused woman herself will approve of nurses/ doctors if they 
have any response to the woman 
.87*** 
The approval of the abused woman is important to nurses/ doctors .76*** 
The family of the abused woman will approve of nurses/ doctors if 
they have any response to the woman 
.78*** 
The approval of the abused woman’ family is important to nurses/ 
doctors 
.85*** 
The woman’s husband will approve of nurses/ doctors if they have 
any response to the woman 
.83*** 
The approval of the woman’s husband is important to nurses/ 
doctors 
.81*** 
The husband family of the abused woman will approve of nurses/ 
doctors if they have any response to the woman 
.87*** 
The approval of the husband family of the abused woman is 
important to nurses/ doctors 
.76*** 
*** p < .001 
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5.2.4.8 Indirect measure of Perceived Behavioural Control  
Applications of TPB suggest that control beliefs regarding each factor should be 
measured on a unipolar likelihood of occurrence scale scored 1 to 7. Perceived power of 
each factor is measured on a bipolar scale scored -3 to +3. For example, some nurses 
and doctors might identify “very busy clinical work” as a factor that affects their 
Perceived Behavioural Control over providing personal counselling to the woman. A 
person’s control belief regarding this factor is measured by having him or her rate the 
likelihood of encountering “very busy clinical work”, while perceived power is 
measured by having the person rate their perception of the effect of “very busy clinical 
work” in making it easier versus more difficult to provide personal counselling to the 
abused woman. These measures are obtained for all factors identified as facilitating or 
impeding the behaviour. An indirect measure of the person’s Perceived Behavioural 
Control is then computed by multiplying each control belief by the corresponding 
perceived power (impact) rating, and then summing these product scores across all 
control factors. 
Figure 5.4. Scoring perceived behaviour control 
 
 
           Overall Perceived Behavioural Control Score  
+ 21 
• Strong control belief (+7) x Perception of factor facilites behvaviour (+3) 
+ 3 
• Weak control belief (+1) x Perception of factor facilites behvaviour (+3) 
0 
• Perception of  factor plays no role in performing behaviour (0) 
- 3 
• Weak control belief (+1) x Perception of factor impeds behvaviour (-3) 
- 21 
• Strong control belief (+7) x Perception of factor impeds behvaviour (-3) 
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Similar to outcome evaluation items in direct measures of attitudes, instead of 
using only the “difficult” versus “easy” scale as in the standard TPB questionnaire, the 
expert panel recommended that some items be designed to ask health professionals to 
estimate how important a particular control factor is in affecting the behaviour. For 
example, “the cooperation of the abused woman plays an important role in helping 
nurses/doctors to respond”. This is compared to the initial item “the cooperation of the 
abused woman makes it easier for nurses/doctors to respond”. The group discussion 
also agreed that while the two items were quite similar in Vietnamese language, these 
revised items may increase the variations in participants’ responses. 
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Table 5.11. Level of agreement of indirect measure of PBC (N=30) 
 
Items 
Kappa 
coefficient 
Being a health worker is an advantage in taking any responses to 
the abused woman 
1 .73*** 
Clinical work experience plays an important role in helping 
nurses/ doctors to identify and providing personal counselling to 
the abused woman 
2 
.78*** 
The busy clinical work makes it easier for nurses/ doctors in 
responding to the abused woman 
3 .82*** 
I think the abused woman is will willing to cooperate with 
nurses/ doctors if nurses/ doctors have any response to her 
.88*** 
The cooperation of the abused woman plays an important role in 
helping nurses/ doctors to respond to the abused woman 
.79*** 
Overall, my hospital have specialized facilities to facilitate my 
responses to the abused woman (such as a private room for the 
abused women; a guideline to screen the abused women; 
Effective Information, Education and Communication (IEC) 
materials on domestic violence etc.) 
4 
.91*** 
Specialized facilities play an important role in helping nurses/ 
doctors to respond to the abused woman 
5 .79*** 
Nurses/ doctors always support each other in their clinical work .78*** 
The support of colleagues makes it easier for nurses/ doctors to 
respond to the abused woman 
.75*** 
A Women’s Support Centre (such as a branch the Vietnam 
Women Union) located in hospital makes it easier for nurses/ 
doctors to respond to the abused woman 
.83*** 
The availability of contact details of Women’s Support Centres 
(such as a branch the Vietnam Women Union) or police stations 
makes it easier for nurses/ doctors to refer the abused women to 
there 
.74*** 
*** p<.001. 
1 
Corresponding control belief was default with a score of 7 as all 
participants are health workers.  
2
 Score of corresponding control belief was based 
on the number of years a participant employed as a health worker asked in the 
demographic section: < 6 yrs = 1; 6 to 10 yrs = 2; 11 to 15 yrs = 3; 16 to 20 yrs = 
4; 21 to 25 yrs  = 5; 26 to 30 yrs = 6; > 30 yrs = 7).
3
 Score of corresponding 
control belief were obtained in question 9.8, section 9 of the questionnaire. 
4
and 
5
 
Scores of corresponding control beliefs were obtained in question 9.5 and 9.6 
respectively, section 9 of the questionnaire: where answer Yes gains  7 points; No 
or Not sure answer gain 1 point.  
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There were moderate to strong correlations between direct measures and indirect 
measures, Pearson correlations are 0.67 (p<0.001) for identification; 0.52 (p<0.01) for 
providing personal counselling and 0.42 (p<0.05) for referral. These outputs confirm 
that the indirect measures were well constructed. There were also high levels of 
agreement in responses of participants between pre-test and post-test (Kappa 
coefficients were all greater than 0.73) which assert the stability of the measures.  
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Chapter 6: Theory of Planned Behaviour 
components and prediction of 
health professional’s responses to 
victims of domestic violence 
The following chapter presents the results from the main survey. As indicated in 
Chapter 5, the study was designed to maximize the quality of data, especially health 
professionals’ beliefs and intentions regarding their responses to women who are 
victims of DV based on ensuring the data collection procedures and validation of the 
questionnaire.  
The main survey was conducted between October 2011 and February 2012. Four 
district hospitals in rural area of North Vietnam were contacted and agreed to participate 
in the study, resulting in a hospital response rate of 100%. Those four hospitals all hold 
specific characteristics of a district hospital: each hospital has major clinical units 
including emergency, outpatient, internal medicine, surgery, obstetrics and 
otorhinolaryngology. Those who were working in emergency and out-patient units were 
certainly eligible to be included in the study. Other nurses and doctors who work in 
internal medicine, surgery, obstetrics and otorhinolaryngology, were also working in 
outpatient units (in turn of either 1 week per month or 1 month per year). Therefore, 
those nurses and doctors were also eligible to be involved in this study. 
 All 286 nurses and doctors from the four hospitals were invited to participate in 
the study. Two hundred and seventy one questionnaires were returned. Of these 13 
questionnaires were not fully completed with more than 3 missing pages. The final 
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analysis was therefore based on data from 258 nurses and doctors, after questionnaires 
with incomplete data (more than 3 pages missing) were excluded (the response rate was 
90.2%). The key research questions addressed in this chapter are: 
Research question 1: What is the practice of health professionals in responding toward 
female victims of DV in Vietnam? 
Research question 2: What are the intentions of health professionals in Vietnam to 
identify; provide personal counselling; refer the women to support 
services; and relationships between them? 
Research question 3: Do intentions explain actual self-reported responses of health 
professionals? 
Research question 4: What is the role of underlying beliefs in determining the health 
professionals’ intentions? 
Research question 5: To what extent do background factors including age, gender, 
occupation, education, work experience, position at work, marital 
factor and religion influence the intentions? 
Research question 6: What is the role of attitudes, subjective norms and Perceived 
Behavioural Control in predicting health professionals’ intentions 
in Vietnam? 
6.1 Sample characteristics 
6.1.1 Demographic characteristics 
Table 6.1 displays the demographic characteristics of the sample. Females 
represented 65.9% (n=170) and the percentage for males was 34.1 (n=88). The age 
range was between 18 and 60 (Mean=36.03, SD=10.86). Nearly 87% (n=224) of 
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respondents reported that they did not belong to any religion. Of those who belonged to 
a religion, nearly 50% (n=15) of them believed that religion played a moderately 
important role in their lives. 
Table 6.1. Demographic characteristic of the sample 
 
 Number of 
respondents 
Percent of 
sample 
Age in years (n=258)   
Range: 18 – 60; Mean (SD): 36.03 (10.86)   
Gender (n=258)   
Male 88 34.1 
Female 170 65.9 
Religion (n=258)   
None 224 86.8 
Buddhist 31 12.0 
Christian 1 .4 
Other 2 .8 
Importance of religion* (n=34)   
Not important 9 26.5 
A little important 5 14.7 
Moderately important 15 44.1 
Very important 5 14.7 
*among participants who belong to a religion   
6.1.2 Family characteristics 
Characteristics of participants’ families are presented in table 6.2. Most of the 
respondents (80.6%) were married. Of those who used to be married (n=216), nearly 
80% had children. Having 2 children was the most common case, accounting for 65.1% 
(n=134) while having more than 2 children only contributed 6.3% (n=13). Nearly 80% 
(n=56) of married male respondents reported that they are the breadwinners at home, 
however, the percentage was only 13% (n=137) for females. 
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Table 6.2. Family characteristics 
 
 Number of 
respondents 
Percent of 
sample 
Marital status (n=258)   
Married 208 80.6 
Separated  5 1.9 
Widowed 4 1.6 
Single 41 15.9 
Have children* (n=217)   
Yes 206 79.8 
No 11 4.3 
Number of children** (n=206)   
1 child 59 28.6 
2 children 134 65.1 
More than 2 children 13 6.3 
Breadwinner*** (n=205, missing 3)   
Female (n=137) 18 13.1 
Male (n=68) 56 78.9 
*among ever married participants; **among who have children; ***among 
married participants. 
6.1.3 Education and work experience characteristics  
Characteristics related to education and work experience of participants are 
presented in table 6.3. A comparison between male and female participants was made to 
investigate the role of gender in generating the differences in levels of education and 
occupation. No participant of both genders was recorded as having a PhD degree at the 
time the data was collected. Participants with a masters degree were only 2.9 % (n=5) 
for females while the percentage for males was much higher (18.2%, n=16). More 
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males also held a university bachelor degree than females, 44.3% (n=39) compared to 
18.8% (n=32). About the same percentage, around 10% (n=9 for males and n=21 for 
females) was recorded for both males and females who hold a college bachelor degree. 
Certainly higher rates of a secondary education level for females (63.5%, n=108) were 
recorded than for males (26.1%, n=23).   
With regards to the role of gender in health professionals’ occupation, more males 
were working as a doctor than as a nurse (64.8%, n=57 compare to 35.2%, n=31). While 
the proportions were reversed for females, only 14.7 %, n=25 for doctors while 82.4%, 
n=140 for nurses. Males seemed to have more chance to hold a management position in 
their career than females. While nearly 50% (9.1% + 35.2%, n= 8+31) of males were 
holding a management position, the rate was only approximately 10% for females (2.9% 
+ 9.4%, n= 5+16). 
Participating in this study, nurses and doctors working in surgery units contributed 
the highest percentage of 33.3% (n=86). This was followed by the number of 
respondents from outpatient units (27.5%, n=71), then emergency units (19.8%, n=51). 
The percentages for health professionals from other units were all less than 10%. 
 Table 6.3. Education and work experience characteristics 
 
Number of 
respondents 
Percent of 
sample 
Level of education*   
Male participants (n=88)   
PhD 0 0 
Master 16 18.2 
Bachelor (university) 39 44.3 
Bachelor (college) 9 10.2 
Secondary 23 26.1 
Elementary 0 0 
Female participants (n=170)   
PhD 0 0 
Master 5 2.9 
Bachelor (university) 32 18.8 
Bachelor (college) 21 12.4 
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Secondary 108 63.5 
Occupation    
Male participant (n=88)   
Nurse 31 35.2 
Doctor 57 64.8 
Midwifery 0 .0 
Female participant (n=170)   
Nurse 140 82.4 
Doctor 25 14.7 
Midwifery 5 2.9 
Working position   
Male participant (n=88)   
Clinical staff 47 53.4 
Management staff 8 9.1 
Clinical and management staff 31 35.2 
Female participant (n=170)   
Clinical staff 145 85.3 
Management staff 5 2.9 
Clinical and management staff 16 9.4 
Working unit (n=158)   
Emergency 51 19.8 
Out-patient 71 27.5 
Internal medicine 12 4.7 
Surgery 86 33.3 
Obstetric  21 8.1 
Ortohinolaryngology  13 5.0 
Others 4 1.6 
*The lowest level of education for medical doctor is university bachelor  
6.1.4 Knowledge about domestic violence in Vietnam 
A sum of the number of correct answers for questions about knowledge related to 
DV was calculated in order to assess health professionals’ knowledge about this issue. 
Each correct answer would contribute 1 point to the total score; incorrect and not sure 
answers would contribute 0 points. Overall, the mean score for knowledge about DV 
was 13.28 (SD: 2.85, Range: 1-18). The frequencies of correct answer/incorrect/not sure 
answers for each question are presented in tables 6.4, 6.5 and 6.6. 
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Table 6.4. Frequency of correct/incorrect/not sure answers for questions related 
to characteristics of domestic violence (percent of sample, n=258) 
 Correct Incorrect  Not sure 
Domestic violence usually stops during pregnancy 23.6 38.0 37.2 
    
The abused woman is more likely to go to the 
police than to come to health services 
46.9 22.5 27.1 
    
If a woman leaves an abusive man, the abuse by 
him will stop 
15.5 26.0 54.3 
    
Domestic violence is unlikely to occur when the 
husband has suffered child maltreatment 
84.9 3.5 7.4 
    
Domestic violence is not a problem among the 
highly educated 
61.2 15.1 19.0 
    
A woman is more likely to be murdered on the 
street than in her own home 
70.2 3.5 24.8 
    
Violence only occurs in homosexual relationships 84.9 1.6 11.2 
 
Of seven questions related to characteristics of DV, approximately or greater 
than 50% of respondents gave correct answers to five of these. The question “If a 
woman leaves an abusive man, the abuse by him will stop” provided a  high percentage 
of “not sure” answers (54.3%). 
Most respondents had correct answers for three questions related to scopes of 
DV (accounted for more than 80%). The rates were approximately 60% for the two 
questions related to consequences of DV. 
Table 6.5. Frequency of correct/incorrect/not sure answers for questions related to 
scopes and consequences of domestic violence (percent of sample, n=258) 
 
 Correct Incorrect  Not sure 
Domestic violence includes physical aggression, 
sexual coercion, and psychological and financial 
abuse 
93.0 1.9 3.1 
    
When the husband threatens to hurt the children to 91.5 1.2 5.8 
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force the wife to do what he wants, this is an act of 
violence 
    
Isolating a woman from her friends and family is a 
kind of domestic violence 
80.6 6.6 11.2 
    
Woman with domestic violence has higher risks of 
having sexually transmitted diseases, HIV and 
unwanted pregnancies than a woman without 
domestic violence                                                                                                                                                                                                                                                                                                                                                    
62.0 10.9 24.8 
    
Woman with domestic violence is more likely to 
experience smoking, alcohol and drug abuse than a 
woman without domestic violence 
63.2 6.2 29.8 
 
Of eight questions related to Vietnamese law on DV, almost or greater than 50% 
of respondents gave correct answers to seven of these. Most participants (67.4%)  
wrongly answered the question: “Cost health care treatment for victims of domestic 
violence stands out of the items covered by health insurance”. 
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Table 6.6. Frequency of correct/incorrect/not sure answers for questions related 
to Vietnamese law on domestic violence (percent of sample, n=258) 
 
 Correct Incorrect  Not sure 
Hitting your marital partner is a crime 94.2 .8 4.3 
    
Forcing sex on your marital partner is a crime 76.7 5.0 16.3 
    
Health professionals have the responsibility to 
identify, support the victims of domestic 
violence 
82.9 5.8 10.1 
    
Cost health care treatment for victims of 
domestic violence stands out of the items 
covered by health insurance. 
17.4 67.4 13.2 
    
It is the responsibility of health workers to keep 
the personal information of victims of domestic 
violence confidential 
68.2 18.2 13.2 
    
Reporting the victims of domestic violence is 
the responsibility of health workers 48.8 
27.1 22.9 
    
A health care centre has the responsibility to 
inform and cooperate with commune authorities 
where the health centre locates or where the 
violence happens to support the abused women 
when necessary 
84.5 5.0 7.4 
    
A health care centre can request commune 
authorities where the health centre locates or 
where the violence happens to provide 
temporary accommodation for  abuse victims  
62.8 15.1 20.5 
 
6.1.5 Training history regarding domestic violence 
All of the nurses and doctors reported that content related to DV was not covered 
in their academic training (which is university/college/high school) where they were 
awarded their degrees. Only thirty-seven (14.3%) participants had ever attended at least 
one in-service training session about DV. In which, 35.1% (n = 13) reported that the 
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session was provided by the Provincial Health Service, 13.5% (n=5) by the Women's 
Trade Union of their hospitals; 5.4% (n=2) by the Centre of DV Prevention located in 
their hospitals; the rest of the participants did not remember the name of the 
organization who provided the session. 
Table 6.7. Number of health professionals attended different types of in-service 
training sessions about domestic violence (n=37) 
 
Number of respondents Percent 
One or two hour lecture only 
25 67.6 
One or two day seminar/workshop 
6 16.2 
Short course (more than 3 days of training) 
0 0 
Others  
6 16.2 
 
Among those who had ever attended at least one session, a one or two hour lecture 
was the most common session type mentioned (67.6%, n=25). Nobody had the chance 
to attend a short course of more than three days training (Table 6.7). 
Table 6.8. Evaluation of content of in-service training sessions about domestic violence (n =37) 
 1 2 3 4 
Was the content “Knowledge on domestic violence 
(definition, type, causes and consequences)” covered 
by your most recent training? 
43.2 10.8 29.7 16.2 
Was the content “Screening for victims of domestic 
violence” covered by your most recent training? 
35.1 18.9 21.6 34.3 
Was the content “Providing personal counselling for 
the abused victim” covered by your most recent 
training? 
18.9 35.1 21.6 21.6 
Was the content “Gender sensitivity/ gender 
equality” covered by your most recent training? 
51.4 10.8 16.2 18.9 
Was the content “Legal aspects regarding domestic 
violence” covered by your most recent training? 
37.8 8.1 35.1 16.2 
1 Percent of participants who answered “Covered, and the content is helpful for clinical 
practice”; 2 Percent of participants who answered “Covered, but the content is not 
sufficient for clinical practice”; 3 Percent of participants who answered “Covered in 
theory”; 4 Percent of participants who answered “Not covered”. 
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Table 6.8 presents the evaluation of health professionals with regards to the 
content of the most recent in-service training session about DV that they attended. Of 37 
participants, nearly 50% reported that content related to knowledge about domestic 
violence (definition, type, causes and consequences), and the content about gender 
sensitivity/gender equality was covered in the session and it was helpful for clinical 
practice. Between about 15% and 35% of participants reported that all content of in-
service training sessions was covered in theory or not covered. 
6.2 Research question 1: What is the practice of a health professional in 
responding toward female victims of DV in Vietnam? 
Table 6.9 reports the frequency of health professionals’ responses to victims of 
DV in their clinical work. The first question asks if a health professional suspected a 
female patient has been abused, whether they would ignore screening and questioning 
her about this. More than 40% of respondents (n=105) reported they have never ignored 
the patient and approximately 20% (n=52) of participants said that they sometimes 
ignored identifying a case. Only one health professional (accounts for 0.4%) answered 
that she/he always disregarded the women who were suspected to be abused. The 
frequencies revealed from this question corresponded quite well with the answers from 
the second question, which asked almost identical content regarding how often 
nurses/doctors identify a case. The most common frequency was one or two cases per 
month (n=192), accounting for 77.4% of respondents. Only seven nurses and doctors 
(2.8%) reported that they could identify one to two cases daily. Following that, more 
than 64% (n=160) of respondents advised that once they identify a case, most of the 
time they would provide the women with personal counselling. No person 
acknowledged that they had always refused to provided personal support if they knew a 
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woman was suffering from DV. However, more than 55% (n=137) of participants 
reported that they rarely referred DV victims to a support service such a centre that can 
provide professional support to the disadvantage women. The percentage was higher 
still at 21.8% (n=54) for those who said they never refer women. Only one person (0.4) 
reported that he/she referred women all the time. 
Table 6.9. Frequency of health professionals’ responses to the women who suffer 
from domestic violence 
 Number of 
respondents 
Percent of 
sample 
Ever ignore to screen for a case (n=249) 
  
All the time  1 
.4 
Most of the time 
8 3.2 
Sometime 
52 20.9 
Very rarely                           
83 33.3 
Never 
105 42.2 
Ever identify for case (n=248) 
  
One to two women/day                                          
7 2.8 
One to two women/week                                          
34 13.7 
One to two women/ month                                            
192 77.4 
One to two women/year                                            
15 6.1 
Ever provide personal counselling (n=248) 
  
All the time                          
36 14.5 
Most of the time          
160 64.5 
Sometimes                           
48 19.4 
Very rarely                               
4 1.6 
Never 
0 .0 
Ever refer a case (n=248) 
  
All the time                          
1 .4 
Most of the time          
10 4.0 
Sometimes                           
46 18.6 
Very rarely                               
137 55.2 
Never 
54 21.8 
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6.3 Research question 2: What are the intentions of health professionals  to 
identify, provide personal counselling, refer the abused women to support 
services; and relationships between them? 
Figures 6.1 and 6.2 show data concerning the responses of nurses and doctors in 
relation to their intentions to identify abused women and provide women with personal 
counselling. Given 7 point answer options ranging from 1 (extremely unlikely) to 7 
(extremely likely); the means of intention were 5.47 for identification and 5.42 for 
providing personal counselling. The most frequent response scores were 6 for both 
intention, indicating that nurses and doctors would be likely to question and screen 
women who were suspected to be abused and would then also be likely to provide them 
with personal counselling. Overall, the bell shapes suggested that the score for these two 
intentions were normal distributed.  
Figure 6.1. Health professionals’ intention to identify the abused women 
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Figure 6.2. Health professionals’ intention to provide the abused women with 
personal counselling 
 
With the same 7 point scale for answer options, the mean for intention to refer the 
abused women to support services was slightly lower at 4.86. The most common 
response score was 5 which meant that health professionals would be only slightly 
likely to refer the abused women to support services. The bell shape also indicated that 
the response for intention of referral was of normal distribution. 
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Figure 6.3. Health professionals’ intention to refer victims of DV to support 
services  
 
 
In order to consider if health professionals intend to screen and question in order 
to identify abused women, he or she would intend to provide the women with personal 
counselling and then intend to refer the women to support services, the correlation 
amongst these intentions were examined. As shown in table 6.10, there was a very 
strong correlation (r = 0.85, p < 0.001) between the intention to identify and the 
intention to provide personal counselling to the women, suggesting that once the women 
was identified, she would likely receive personal counselling provided by the health 
professional. However, lower correlations between intention to identify and intention to 
refer (r = 0.55, p < 0.001), intention to counsel and intention to refer (r = 0.63, p < 
0.001) suggest that while these intentions were somewhat related, the intention for 
referral was also separated from the other two intentions. 
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Table 6.10. Relationships between intention of identification and providing 
personal counselling and referral 
 
 Mean (SD) 1 2 
Intention for identification 5.47 (.99)   
Intention for providing personal counselling 5.42 (.98) .85***  
Intention for referral  4.86 (1.2) .55*** .63*** 
*** p < .001    
6.4 Research question 3: Do intentions explain actual self-reported responses 
of health professionals? 
A series of ordinal logistic regression was run to assess the impact of intentions to 
identify, provide personal counselling and refer the women to support services on the 
likelihood that respondents would perform their actual corresponding behaviours. The 
first regression showed that the intention to identify women suffering from DV can 
explain the probability that nurses and doctors would ignore identifying a suspected 
case of DV, χ2 (1, N= 249) = 99.47, p= 0.000. The intention explained between 44.4% 
(Cox and Snell R square) and 48.9% (Nagelkerke R square) of the variance in health 
professionals’ self-reported practice on identification of DV cases. The odds ratio of 
6.38 (95% C.I: 4.43 - 9.19) indicated that for a unit increases in intention (i.e. from 1 to 
2), respondents were 6.38 times less likely to disregard a case that they suspected. For 
example, for one unit increase in the intention, the odds of being in the group that 
ignores to identify “most the time” was 6.38 times less than the odds of being in “all the 
time” group. The confidence interval suggested that we can be 95% confident that the 
actual value of the OR in the population lies somewhere between 4.43 and 9.19. A small 
sample size may result in this quite wide range of values. However, the confidence 
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interval did not contain the value of 1; therefore this result is statistically significant at p 
< 0.05. 
The intention also corresponds well with the self-reported practice of health 
professionals in identification of abused women, χ2 (1, N= 248) = 60.53, p= 0.000. 
Between 34.0% and 44.0% of the variation in the frequency of identification of DV 
survivors among nurses and doctors was explained by their intention to do so. That is, 
for a unit increase in intention, an 8.39 fold (95% C.I: 4.91-14.33) would be expected to 
increase the odds of identifying a case. For example, for one unit increase in the 
intention, the odds of being in the group that identify 1 to 2 cases per day was 8.39 
times higher than the odds of being in group that identify 1 to 2 cases per week. The 
confidence interval suggested that we can be 95% confident that the actual value of the 
OR in the population lies somewhere between 4.91 and 14.33. A small sample size may 
result in this quite wide range of values. However, the confidence interval did not 
contain the value of 1; therefore this result is statistically significant at p < 0.05. 
Further investigation also found that, among those who used to identity at least 
one case of DV in their clinical practice, their intention was also a precedent for their 
self-reported practice in providing personal counselling for the women, χ2 (1, N= 248) = 
69.73, p= 0.000. The behavioural intention accounted for a proportion of between 30.3 
to 35.7 variance in the behaviour of health professionals in providing personal 
counselling to women. A unit increase in intention increases the odds of being more 
likely to provide personal counselling by 4.40 (95 % C.I: 3.11 - 6.22). For example, for 
one unit increase in the intention, the odds of being in the group that provide personal 
counselling “all the time” was 4.40 times higher than the odds of being in “most of the 
time group”. The confidence interval suggested that we can be 95% confident that the 
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actual value of the OR in the population lies somewhere between 3.11 and 6.22. The 
confidence interval did not contain the value of 1; therefore this result is statistically 
significant at p < 0.05. 
Intentions also have a significant impact on the likelihood of referring a DV 
victim to support services, χ2 (1, N= 248) = 39.66, p= 0.000. Between 16.0% and 17.9% 
of the variation in health professionals’ referral of women suffering from DV to support 
services was explained by their intention to do so. For one unit increase in the intention, 
the likelihood of referral increase by 2.10 times (95% C.I: 1.66 – 2.63). For example, 
for one unit increase in the intention, the odds of being in the “all the time” group were 
2.1 times higher than the odds of being in “most the time” group. The confidence 
interval suggested that we can be 95% confident that the actual value of the OR in the 
population lies somewhere between 1.66 and 2.63. The confidence interval did not 
contain the value of 1; therefore this result is statistically significant at p < 0.05. 
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 Table 6.11. Intentions explain self-reported responses of health professional  
Health professionals’ Reponses 
Health professional Intentions 
B S.E 
Wald 
Chi 
square 
df p 
Odds 
ratio 
95% C.I  for 
odds ratio 
Cox and Snell 
R
2 
Nagelkerke 
R
2 
Ever ignore to screen for a case 1.85 .19 99.47 1 .000 6.38 4.43 9.19 44.4% 48.9% 
Ever identify for case 2.13 .27 60.53 1 .000 8.39 4.91 14.33 34.0% 44.0% 
Ever provide personal counselling 1.48 .18 69.73 1 .000 4.40 3.11 6.22 30.3% 35.7% 
Ever refer a case 0.74 .12 39.66 1 .000 2.10 1.66 2.63 16.0% 17.9% 
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6.5 Research question 4: What is the role of underlying beliefs in determining 
the health professionals’ intention? 
6.5.1 Behavioural beliefs and intentions 
The elicitation study identified eight accessible outcomes for responding to 
victims of DV among health professionals. There were only two outcomes specified for 
identifying and providing personal counselling to abuse women: facilitating medical and 
nursing care; and providing a sympathetic ear to the women. There were also two 
outcomes specified for referral of the women to support services: more advanced 
supports and disruption to the women’s household. Four global behavioural beliefs were 
found to be behind the intentions towards identification, providing personal support and 
referral. With respect to each of these eight referents, two items assessed behavioural 
belief strength (7 point scale; 1 versus 7) and motivation to comply (7 point scale; -3 
versus +3). 
Table 6.12 shows the mean belief strength and mean evaluation for each of the 
eight outcomes of identification, providing personal counselling and referral of the 
women to support services, as well as the prediction of intentions from the products of 
the belief strength and outcome evaluation measures. Nurses and doctors believed that if 
they could identify and then provide personal counselling to the abused women, it 
would not only facilitate their task in providing medical and nursing care (mean = 6.18), 
but it would also give the women a sympathetic ear (mean = 5.87). They also valued 
these two consequences positively (mean = 2.10 and 1.99 respectively). Although 
agreeing with both outcomes for referring the women to support services (mean =5.56 
and 4.50), while health professional valued the outcome of more advanced support for 
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the women positive (mean=2.37), their evaluation of the outcome “disruption to the 
women’s household” was quite negative (mean= -0.96). 
The mean = 5.40 indicated that health professionals firmly believed that they 
would have a feeling of doing something positive for others if they investigated the DV 
issues of the women. Nurses and doctors were not sure if their responses to the women 
would cause negative reactions from the husband and husband’s family or not (mean = 
4.48 and 4.17). They disagreed that their responses would meddle too much with the 
women’s private issue (mean = 3.53). While respondents evaluated the first two beliefs 
negatively (mean = -0.87 and -0.30), the evaluations were relatively positive for the 
latter two beliefs (mean = 1.95 and 1.53). 
When examining the correlations of belief strengths by outcome evaluation 
products with intentions, with the exception of the last belief, all other behavioural 
beliefs correlated strongly with the corresponding intentions (p < 0.01). The higher the 
products of behavioural belief strengths and outcome evaluation, the more likely nurses 
and doctors would intend to identify, provide personal counselling and refer the women 
to support services. The last global behavioural belief which was “meddling too much 
with the woman’s private issues” appeared to correlate only with the behaviour for 
referral of the women to support services (p < 0.01).  
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Table 6.12. Mean behavioural beliefs strength and outcome evaluation, and correlations of belief x evaluation product with intention to 
identify, provide personal counselling and refer the victims to support services 
 
Belief 
Strength  
(b) 
Outcome 
evaluation 
(e) 
Correlations biei with intention to 
Identify 
Provide 
personal 
counselling 
Refer to 
support 
services 
If nurses/doctors identify and provide personal counselling to the abused 
woman, it will support them in providing care for her 6.18 2.10 .38*** .30***  
If nurses/doctors identify and provide personal counselling to the abused 
woman, nurses/doctors will provide the woman with a sympathetic ear 5.87 1.99 .41*** .38***  
If nurses/doctors refer the abused woman to a Women’s Support Centre 
or a police station, there will be more advanced support for the woman 5.56 2.37   .42*** 
If nurses/doctors refer the abused woman to a place where they can 
receive further support, there will be a disruption to the woman’s 
household, she will be away from her family and children 
4.50 -0.96   .27*** 
If nurses/doctors have any response to the abused woman, these nurses/ 
doctors will have the feeling of doing something positive  5.40 -0.87 .36*** .28*** .28*** 
If nurses/doctors have any response to the abused woman, there will be 
negative reactions from her husband  4.48 -0.30 .37*** .29*** .23*** 
If nurses/doctors have any response to the abused woman, there will be 
negative reactions from her husband family 4.17 1.95 .30*** .20** .27*** 
If nurses/doctors have any response to the abused woman, nurses/ 
doctors may be meddling too much with the woman’s private issues 3.53 1.53 .01 .02 .19** 
*** p < 0.001; ** p < 0.01      
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6.5.2 Normative beliefs and intention 
With respect to health professionals’ responses towards victims of DV, seven 
important global normative referents were identified in the elicitation study. Of these 
seven referents, two items assessed normative belief strength (7 point scale; -3 versus 
+3) and motivation to comply (7 point scale; 1 versus 7). 
 Table 6.13 shows the mean normative belief strength and mean motivation to 
comply for each of the seven referent groups with regards to their approvals of health 
professionals in identification, providing personal counselling and referral the women to 
support services. It also presents the prediction of intentions from the products of the 
belief strength and outcome evaluation measures. The mean of 1.78 indicated that 
nurses and doctors believed that compassionate people would approve of their responses 
(mean =1.78). Following that, nurses/doctors’ family, colleagues, the woman herself 
and her family were all viewed as supportive of health professionals’ responses toward 
victims of DV, with means of behavioural beliefs of around 1.0. Only the husbands of 
the women were believed to be slightly unhappy if health professionals were to do 
something for wives about their violence (mean = - 0.48). The mean of > 6.0 regarding 
motivation to comply for most of the referent groups, indicated the importance of these 
referent groups’ impact on health professionals’ behaviours. The means of motivation to 
comply with the husband and his family were slightly lower (mean = 5.32 and 5.79) 
which asserted that the motivations of doing what the husband and his family expected 
were not as strong as the motivations to follow the expectation of the other groups. 
 When examining the correlations between the products (normative beliefs and 
motivations to comply) and intentions, the correlation coefficients confirmed the role of 
the products in the prediction of intentions. The stronger the combinations of normative 
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belief strengths and motivations to comply, the more likely nurses and doctors would 
intend to identify, provide personal counselling and refer the women to support services 
(p < 0.05 at least). However, the referent group “the woman’s husband” was an 
exception. The product of normative beliefs and motivations to comply for this group 
only correlated with the intention to provide personal counselling (p < 0.01), but not 
with intention to identify or refer the women to support services. 
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Table 6.13. Mean normative beliefs strength and motivation to comply, and correlations of belief x motivation product with intention to 
identify, provide personal counselling and refer the victims to support services 
 
Belief 
Strength  
(n) 
Motivation 
to comply 
(m) 
Correlations nimi with intention to 
Identify 
Provide 
personal 
counselling 
Refer to 
support 
services 
Compassionate people  1.78 6.19 .27*** .22** .29*** 
Nurses/doctors’ family  .96 6.15 .18** .16* .18** 
Nurses/doctors’ colleagues  1.29 6.16 .22** .20** .26*** 
The abused woman herself  1.06 6.17 .26*** .25*** .26*** 
The family of the abused woman  1.15 6.04 .14* .16* .22** 
The woman’s husband  -.48 5.32 .10 .17** .12 
The husband’s family of the abused woman  .20 5.79 .18** .23** .14* 
*** p < .001; **p < .01, p *< .05      
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6.5.3 Control beliefs and intentions 
The elicitation study identified eight accessible factors which facilitate or inhibit 
health professionals in responding toward victims of DV. One factor, clinical work 
experience, was only specified relating to identification and providing personal 
counselling to abused women. Another factor, contact details of support services was 
only specified for referral of the women to support services. Six global control beliefs 
were found to be behind the intentions to identify, provide personal support and referral. 
With respect to each of these eight referents, two items assessed control belief strength 
(7 point scale; 1 versus 7) and perceived power (7 point scale; -3 versus +3). 
 The mean for clinical work experience of 2.99 indicated that, on average, 
participants had about 11 to 15 years work experience. Nurses and doctors also reported 
that their clinical work was relatively busy (mean = 5.84), but they support each other in 
their work (mean = 5.97). They only somewhat believed that the abused women herself 
was willing to cooperate with them with regards to her DV issue (mean = 4.61). Nurses 
and doctors were not sure whether their hospital had specialized facilities to support DV 
cases (such as a private room for the abused women; a guideline for use in screening the 
abused women; Effective Information, Education and Communication (IEC) materials 
on domestic violence etc.). Only 10.9% of participants reported that there was a centre 
which could provide professional support for abused women located in their hospital. 
About 20% of participants indicated that they had contact details of a Women’s Support 
Centre (such as a branch the Vietnam Women Union) or police stations. 
 When investigating the correlations between the products (control belief and 
perceived power) and intentions, the correlation coefficients showed the role of the 
products in predicting intentions. The stronger the combinations of control belief 
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strengths and perceived power, the more likely nurses and doctors would intend to 
identify, provide personal counselling and refer the women to support services (p < .05 
at least). However, the factor “a Women’s Support Centre is located in the hospital” was 
an exception. The product of control beliefs and perceived power only correlated with 
the intention to refer the women to support services (p < .01), but not with intention to 
identify or provide personal counselling to the women. 
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Table 6.14. Mean control beliefs strength perceived power, and correlations of belief x perceived power product with intention to 
identify, provide personal counselling and refer the victims to support services 
 
Belief 
Strength  
(c) 
Perceived 
power 
 (p) 
Correlations cipi with intention to 
Identify 
Provide 
personal 
counselling 
Refer to 
support 
services 
Being a health worker 
1
 
 
7.00 1.3 .40*** .34*** .28*** 
Clinical work experience 
2 
2.99 2.1 .37*** 31***  
Clinical work is busy 
 
5.84 -.47 .44*** .42*** .24*** 
The abused woman is will willing to cooperate with nurses/doctors 4.61 2.04 .34*** .38*** .31*** 
The availability of specialized facilities at the hospital (such as a private 
room for the abused women; a guideline to screen the abused women; 
Effective Information, Education and Communication (IEC) materials 
on domestic violence etc.)
 
3.97 1.76 .14* .20** .29*** 
Support of colleagues in clinical work 5.94 2.08 .28*** .32*** .35*** 
A Women’s Support Centre (such as a branch the Vietnam Women 
Union) located in hospital 
3 10.9%
 5 2.17 -.01 .04 .20** 
Contact details of Women’s Support Centres (such as a branch the 
Vietnam Woman Union) or police stations 
4 21.7%
 5 2.06   .17* 
*** p < .001; **p < .01, p *< .05. 
1 
The belief strength was default with a score of 7 as all participants are health workers.  
2
 The belief strength 
was based on the number of years a participant employed as a health worker, where: < 6 yrs = 1; 6 to 10 yrs = 2; 11 to 15yrs = 3; 16 to 20 yrs = 
4; 21 to 25 yrs  = 5; 26 to 30 yrs = 6; > 30 yrs = 7).
 3
and 
4 Answer “Yes” gains 7 points; “No” or “Not sure” gain 1 point for belief strength. 5 
The percentage of “Yes” answer. 
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6.6 Research questions 5 and 6: Factors influencing health professionals’ 
intentions to response to female victims of domestic violence  
In order to answer research question 5 “To what extent do background factors 
including age, gender, occupation, education, work experience, position at work, 
marital factor and religion influence the intentions?” and research question 6 “What is 
the role of attitudes, subjective norms and Perceived Behavioural Control in predicting 
health professionals’ intention?”, three sequential multiple regression models were 
employed to find predictors of intentions to identify, provide personal counselling and 
refer the victims to support services. 
6.6.1 Intentions to identify female victims of domestic violence  
Using bi-variate analysis, the relationships between the participants’ 
characteristics of age, gender, occupation, education, work experience, position at 
work, marital status, religion, Theory of Planned Behaviour variables and intention to 
identify the abused victims were examined. Table 6.15 summarises the bi-variate 
relationship between these predictors and the intention as well as the means and 
standard deviation of each item. 
Hierarchical multiple regression was performed to examine the influence of TPB 
variables on the intention to identify the victims of DV after controlling for 
background factors. For the first step of the equation, background variables which 
produced the p value of lower than 0.1 were entered in a block. They included the 
following variables: age, gender, number of years work experience, marital status, 
being the breadwinner in the family, overall score of knowledge about DV and ever 
attended an in-service training course. Afterwards, the three TPB variables, attitudes, 
subjective norms and Perceived Behavioural Control were entered as a block as step 2. 
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The model outcomes were presented in table 6.16, including the un-standardised 
regression coefficient (B), the standardised regression coefficient (β), t-test, R2 
change, F change, and adjusted R2 after the entry of all independent variables.  
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Table 6.15. Bi-variate analysis of association between background factors, TPB
(1)
 
variables and the intention of identification 
Variables 
Mean of 
intention 
Bi-variate analysis 
Age 5.47 (.99) .23*** (P) 
Gender 
Male  5.29 (.97) 
-1.99 * (T) 
Female 5.55 (.99) 
Occupation 
Doctor 5.51(.97) 
1.21(A) Nurse 5.47 (.96) 
Midwife 4.80 (1.3) 
Highest education 
Master 5.35 (1.09) 
.58(A) 
Bachelor (university) 5.46 (.93) 
Bachelor (college) 5.67 (.66) 
Secondary education 5.42 (1.08) 
Number of years work experience 5.47 (.99) 0.22***(P) 
Position at work 
Clinical staff 5.49 (.97) 
.33 (A) 
Management staff 5.33 (1.30) 
Clinical and 
management staff 
5.41 (1.00) 
Marital status 
Married 5.54 (.96) 
4.34** (A) 
Separated 6.00 (.00) 
Widowed 6.00 (.00) 
Single 5. 00(1.09) 
Having children  
Yes  5.56 (.95) 
.03 (T) 
No 5.55 (.82) 
Being the 
breadwinner in the 
family 
Yes 5.48 (.91) 
-1.29
@ 
(T)
 
No 
5.64 (.9) 
Religion  
None 5.46 (.96) 
0.33(T) 
Buddhist 5.40 (1.19) 
Overall score of knowledge about DV 5.47 (.99) .09
@  
(P) 
Ever attended an in-
service training 
course 
Yes 5.78 (.82) 
1.90*(T) 
No 
5.47 (.94) 
Attitudes 5.47 (.99) .75*** (P) 
Subjective norms 5.47 (.99) .29*** (P) 
Perceived behavioural control 5.47 (.99) .57*** (P) 
 
1 
Theory of planned behaviour; *** < .001; ** p < .01; * p < .05; 
@ 
p < .10; (T) T test; 
(A) one way Anova, (P) Pearson correlation 
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Table 6.16. Hierarchical multiple regression of factors influencing health 
professionals’ intention to identify the abused women 
 
Variables B β T R2 F 
Step 1 
Gender .15 .08 .94 
.16 6.94*** 
Age .01 .12 .70 
Work experience .01 .13 .82 
Marital status -.12* -.15 -1.97 
Overall knowledge score -.02 -.04 -.64 
Attend in-service training -.58*** -.28 -4.13 
Being the breadwinner .15 .07 .89 
Step 2 
Gender .05 .02 .42 
.63 37.56*** 
Age .01 .03 .25 
Work experience .01 -.01 -.02 
Marital status -.04 -.05 -.91 
Overall knowledge score .01 .03 .67 
Attend in-service training -.16 -.07 -1.59 
Being the breadwinner .21 .10 1.87 
Attitude .12*** .61 13.05 
SN .01 .04 .96 
PBC .06*** .29 5.96 
*p < 0.05; ***p < .001 
 
In step 1 with only background factors, marital status (p < 0.05) and ever 
attended an in-service training session about DV (p < 0.001) significantly predicted 
the nurses’ and doctors’ intention to identify the victims. This primary model only 
explained 16% [F(7,215 = 6.94, p< 0.001] of the variation of the intention. When 
adding TPB variables into the model in step 2, these two background variables were 
no longer significant predictors. However, the adjusted R
2 
of the new model was 
considerably improved. The overall models were significant, explaining 63% 
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[F(10,215) = 37.56, p < 0.001] of the variation of health professionals’ intention to 
identify the women of DV. Attitudes and PBC were the two significant explanatory 
variables in the final model, where attitudes appeared to be a more important predictor 
with higher standardised regression coefficient (β=0.61). With one unit increased in 
attitudes, the intention increased by 0.12 units, while with one unit increased in PBC, 
the intention increased 0.06 units. 
6.6.2 Intentions to provide the female victims of domestic violence with personal 
counselling. 
Using bi-variate analysis, the relationships between the participants’ 
characteristics of age, gender, occupation, education, work experience, position at 
work, marital status, religion, Theory of Planned Behaviour variables and intention to 
provide the abused victims with personal counselling were examined. Table 6.17 
summarizes the bi-variate relationship between these predictors and the intention as 
well as the means and standard deviation of each item. 
Hierarchical multiple regression was performed to examine the influence of TPB 
variables on the intention to identify the victims of DV after controlling for 
background factors. For the first step of the equation, background variables which 
produced the p value of smaller than 0.1 were entered in a block. They included 
following variables: age, gender, number of year work experience, position at work, 
being the breadwinner in the family and overall score of knowledge about DV. Next, 
the three TPB variables, attitudes, subjective norms and PBC were entered as a block 
for step 2. The model outcomes were presented in table 6.18, including the un-
standardised regression coefficient (B), the standardised regression coefficient (β), t-
test, R
2
 change, F change, and adjusted R
2
 after the entry of all independent variables.  
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Table 6.17. Bi-variate analysis of association between background factors, TPB
(1)
 
variables and the intention of providing personal counselling 
Variables 
Mean of 
intention 
Bi-variate 
analysis 
Age 5.42 (.98) .14 * (P) 
Gender 
Male  5.08 (1.31) 
- 2.00* (T) 
Female 5.42 (1.23) 
Occupation 
Doctor 5.29 (1.05) 
2.29 (A) Nurse 5.50 (.93) 
Midwife 4.80 (1.30) 
Highest education 
Master 5.05 (1.10) 
1.08 (A) 
Bachelor (university) 5.41 (.98) 
Bachelor (college) 5.43 (.82) 
Secondary education 5.48 (1.01) 
Number of years work experience 5.42 (.98) .14* (P) 
Position at work 
Clinical staff 5.51 (.95) 
3.62* (A) 
Management staff 4.92 (1.24) 
Clinical and 
management staff 
5.22 (1.03) 
Marital status 
Married 5.46 (.98) 
1.66 (A) 
Separated 5.60 (.55) 
Widowed 6.00 (.00) 
Single 5.15 (1.03) 
Having children  
Yes  5.38 (1.28) 
.04 (T) 
No 5.36 (1.03) 
Being the breadwinner in 
the family 
Yes 5.41 (1.22) 
.77
@
 (T) 
No 5.27 (1.29) 
Religion  
None 5.23 (1.31) 
- 2.318 (T) 
Buddhist 5.80 (.85) 
Overall score of knowledge about DV 5.42 (.98) .07 
@ 
(P) 
Ever attended an in-
service training course 
Yes 5.22 (1.34) 
-.71 (T)  
No 
 
5.37 (1.23) 
Attitudes 5.42 (.98) .64***(P) 
Subjective norms 5.42 (.98) .28***(P) 
Perceived behavioural control 5.42 (.98) .57***(P) 
(1)
 Theory of planned behaviour ; *** < .001; ** p < .01; * p < .05; 
@ 
p < .10; (T) T test; 
(A) one way Anova, (P) Pearson correlation 
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Table 6.18. Hierarchical multiple regression of factors influencing health 
professionals’ intention to provide the abused women with personal counselling 
 
Variables B β T R2 F 
Step 1 
Age .03 .30 1.80 
.10 5.23** 
Gender .36* .18 2.21 
Work experience .01 .01 .08 
Position at work -.22* -.18 -2.54 
Being the breadwinner -.01 -.01 -.01 
Overall knowledge score .05 .11 1.70 
Step 2 
Age .01 .08 .66 
.53 28.18*** 
Gender .13 .07 1.12 
Work experience -.01 -.08 -.68 
Position at work -.06 -.05 -.92 
Being the breadwinner .13 .07 1.13 
Overall knowledge score .04* .10 2.14 
Attitudes .10*** .49 9.67 
SN .02 .08 1.67 
PBC .07*** .37 6.85 
*p < .05; **p < .01; ***p < .001 
 
In the first step where only background factors were included into the primary 
model, gender and position at work appeared to be significant predictors of health 
professionals’ intention to provide the abused women with personal counselling (p < 
0.05). Ten per cent of the variation of the intention was explained by these two 
background factors [F(6, 218) = 5.23, p < 0.001]. However, with the entry of the TPB 
variable, gender and position at work were no longer significant explanatory variables. 
A new background factor, overall knowledge, together with attitudes and PBC, 
become significant predictors in the final model. These three predictors contributed to 
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53% of the variation of the health professionals’ intention in providing the victims 
with personal counselling in this overall model [F (9, 218) = 28.18, p < 0.001]. Based 
on the standardised regression coefficients, attitudes were the strongest predictor (β = 
0.49). It was followed by PBC (β = 0.37), and then overall knowledge score about DV 
(β = 0.10). With one unit increased in attitudes, PBC and knowledge score, the 
intention of health professionals to provide personal counselling to the abused women 
increased by 0.10 units, 0.07 units and 0.04 units respectively.  
6.6.3 Intentions to refer the female victims of domestic violence to support 
services 
Using bi-variate analysis, the relationships between the participants’ 
characteristics of age, gender, occupation, education, work experience, position at 
work, marital status, religion, Theory of Planned Behaviour variables and health 
professionals’ intention to refer the abused victims to a support service were 
examined. Table 6.19 summarises the bivariate relationship between these predictors 
and the intention as well as the means and standard deviation of each item. 
Hierarchical multiple regression was used to investigate the influence of TPB 
variables on the intention to identify the victims of DV after controlling for 
background factors. For the first step of the equation, three background variables 
including gender, being the breadwinner in the family and overall score of knowledge 
about DV which produced the p value of less than 0.1 were entered in a block. Next, 
the three TPB variables, attitudes, subjective norms and PBC were entered as a block 
for step 2. The model outcomes were presented in table 6.20, including the un-
standardised regression coefficient (B), the standardised regression coefficient (β), t-
test, R
2
 change, F change, and adjusted R
2
 after the entry of all independent variables.  
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Table 6.19. Bi-variate analysis of association between background factors, TPB
(1)
 
variables and the intention of referral 
 
Variables 
Mean of 
intention 
Bi-variate 
analysis 
Age 4.86 (1.18) .03 (P) 
Gender 
Male  4.56 (1.19) 
- 2.91** (T) 
Female 5.02 (1.15) 
Occupation 
Doctor 4.75 (1.20) 
1.06 (A) Nurse 4.93 (1.18) 
Midwife 4.40 (1.14) 
Highest education 
Master 4.65 (1.31) 
.29 (A) 
Bachelor (university) 4.83 (1.16) 
Bachelor (college) 4.83 (.83) 
Secondary education 4.90 (1.18) 
Number of year work experience 4.86 (1.18) .05 (P) 
Position at work 
Clinical staff 4.90 (1.15) 
1.37 (A) 
Management staff 5.00 (1.04) 
Clinical and 
management staff 
4.60 (1.33) 
Marital status 
Married 4.89 (1.18) 
.49 (A) 
Separated 4.60 (1.95) 
Widowed 4.25 (.50) 
Single 4.83 (1.15) 
Having children  
Yes  4.87 (1.20) 
-.101 (T) 
No 4.91 (1.14) 
Being the breadwinner in 
the family 
Yes 4.68 (1.21) 
-1.95
@
 (T) 
No 4.99 (1.13) 
Religion  
None 4.85 (1.21) 
.23 (T) 
Buddhist 4.80 (.93) 
Overall score of knowledge about DV 4.86 (1.18) .17**
 
(P) 
Ever attended an in-
service training course 
Yes 5.08(1.04) 
1.11 (T)  
No 
 
4.85 (1.20) 
Attitudes 4.86 (1.18) .65***(P) 
Subjective norms 4.86 (1.18) .43***(P) 
Perceived behavioural control 4.86 (1.18) .61***(P) 
 
*** < .001; ** p < .01; * p < .05; 
@ 
p < .10; (T) T test; (A) one way Anova, (P) pearson 
correlation 
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Table 6.20. Hierarchical multiple regression of factors influencing health 
professionals’ intention to refer the abused women to support services 
 
Variables B β T R2 F 
 Gender .28 .12 1.51 
.05 4.78** Being the breadwinner .17 .07 .90 
Overall knowledge score .08 .19 2.96 
Step 2 
Gender .05 .02 .40 
.56 49.63*** 
Being the breadwinner .26* .11 2.01 
Overall knowledge score .04* .09 2.03 
Attitudes .10*** .43 8.71 
SN .04** .14 2.80 
PBC .08*** .36 7.07 
*p < .05; ***p < .01, ***p < .001 
With the three background factors included in step 1, only being the breadwinner 
in the family and overall score of knowledge about DV had become significant 
predictors of health professionals’ intention to refer the abused women to support 
services. When adding the three TPB variables into the model in step 2, these two 
background factors still retained their significance. Nurses and doctors who were not  
the main breadwinners in their families were more likely to refer the abuse women to 
support services (β = 0.26).  With one unit increased in the score of knowledge about 
DV, the referral intention of health professionals increased by 0.04 units. However, 
these two background factors in this primary model only explained 5% of the variation 
of the intention. After entry of the three TPB variables at step 2, the total variance 
explained by the model was 56%, F (6,234) = 49.63, p < 0.001. The final model after 
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control for background factors, attitudes, subjective norm, and PBC was statistically 
significant. Attitudes contributed the most to the variation of the intention with the 
highest standardised β coefficient (0.43), it was then followed by PBC (β = 0.36) and 
SN (β = 0.14). 
6.7 Summary 
 This chapter has presented the intentions, self-reported practices, and factors that 
influence health professionals’ intention to respond to the female victims of DV. 
Overall, most health professionals reported that they identified one to two abuse cases 
every month. Once a patient was identified as abused, most health professionals would 
provide the woman with personal counselling but rarely referred her to a support 
service. Generally, intention to perform the behaviour paralleled with the 
corresponding behaviours. High correlation coefficients for the relationships between 
intention to identify and intention to provide personal counselling and intention to 
refer the victims to support services indicated that once health professionals intended 
to identify abuse cases, they would likely provide personal counselling and then refer 
the women to support services.  
In multiple regression analysis, after controlling for a wide range of background 
variables, two TPB variables including attitudes and PBC were significant predictors 
of health professionals’ intentions to respond to the victims of DV. Subjective norms 
appeared to be a significant predictor only for the intention regarding referral of the 
women to support services. 
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Chapter 7: Discussion 
This effort to develop a questionnaire and conduct a survey to measure factors that 
influence nurses’ and doctors’ intentions to respond to victims of DV has never been 
undertaken in Vietnam before. This chapter commences with a discussion on each 
individual outcomes. This is followed by discussion of usefulness of the Theory of 
Planned Behaviour in predicting health professionals’ intention and practice to respond to 
victims of DV in the Vietnamese context. 
7.1 Demographic data reflects gender disparity in Vietnam 
Overall, demographic profiles of the participants were representative of the target 
population. According to the General Statistics Office (2011), 61% of the Vietnamese 
labour force were aged between 24 – 49. With the mean of 36.03 years of age for our 
sample, the average age of health professionals in Vietnam appears close to the average 
age of the general workforce. The percentage of females (65.9%) was higher than that of 
males (34%) mainly because most nurses in Vietnam are females. Most nurses and 
doctors (80.6) were married and the rate of divorce was relatively low (1.9%). These 
statistics are consistent with a report from Vietnam Women’s Union (2007) that the 
divorce rate of Vietnam is lower than other countries. In Vietnamese culture, “value” of 
family is very important, and marital status is not only the relationship between the 
husband and the wife, but also the relationship between their two families. Although they 
may choose to stay in their marital relationship, this does not mean they have a happy 
marriage. Compared to the general divorce rate in Vietnam (0.4 % for male and 1.3% for 
female between the age of 15 and 49), the divorce rate of participants in this study is 
slightly higher. The reason may be because the rate tends to increase among those who 
have higher education (Viet Nam Women’s Union, 2007).  Most participants have one or 
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two children (93.7%) which is consistent with the law in Vietnam where each family is 
only allowed to have one or two children.  
The demographic characteristics of health professionals seem to reflect current 
issues related to gender equity in Vietnamese society. Fifty-six per cent of males 
compared to only eighteen per cent of females who are in a marital relationship said that 
they are the breadwinner in the family. Although, this pattern is not surprising because 
men in the Vietnamese culture are expected to be the main breadwinner, it is interesting 
that this social role difference also occurs amongst health professionals in full-time 
employment after higher education.   
The issue of gender equity seems to be more problematic. Male health professionals 
were more likely to have higher education and a higher position at work than female 
health professionals. While 62.5% of male participants held a university bachelor or 
postgraduate degree, the percentage was only 21.7% for female participants. The reason 
for this may be due to most nurses being female and that a postgraduate study for nursing 
in Vietnam is not yet common. No nurse in this sample held a master’s degree at the time 
of data collection.  However, among doctors the gender difference is clear. Male medical 
doctors were more likely to have a master’s degree (18.2%) than were female doctors 
(2.9%). This was also noted by Vu et. al (2012). Although, over time, women have 
increased their opportunities to undertake tertiary and higher education, at the current 
stage in Vietnam, men still have a higher participation ratio and education attainment 
ratio than women (H. L. Vu et al., 2012). The difference in roles at work was also 
reflected in the positions of health professionals in the hospitals. While 44.3% of men 
held a management position, the percentage was only 12.3% for women. This is because 
men have more advanced training opportunities which provide them with more chances 
for work promotions in their career. They have more power and better status at work and 
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so they can earn more than women even when holding the same position at the workplace 
(Asian Development Bank, 2005; Kabeer, Naila, Tran, & Vu, 2005; World Bank, ADB, 
DFID, & CIDA, 2006). 
7.2 Limited knowledge and training history about domestic violence 
Generally, the health professionals had limited knowledge about DV. Poor 
knowledge about DV among healthcare workers is commonly described in the literature. 
Cann et al (2001) found that doctors who participated in her study conducted in the 
United Kingdom lacked a basic knowledge about DV and awareness of local referral 
agencies was also weak. Many health professionals do not consider DV against women to 
be a health problem that is relevant to their workplace (Krantz et al., 2005).  
Most health professionals (54.3%) were unsure when asked “If a woman leaves an 
abusive man, the abuse by him will stop”. This reflects the reality of the situation in 
Vietnam where there are few safe and secure havens for women escaping violence. Some 
communities have designated their local place of worship, such as temples or churches, as 
a temporary sanctuary where the abused women can stay with their children overnight to 
escape violent or drunken husbands (Krug et al., 2002). Arrangement of temporary refuge 
for domestic violence victims is also considered in law to be a responsibility of health 
establishments by Ministry of Health in Vietnam (Ministry of Health, 2009). However, 
evidence also showed that many women (over 30%) leaving their abusive relationship are 
assaulted by their former partners  (Fleury, Sullivan, & Bybee, 2000). Ending the 
relationship does not necessarily end the abuse; it may escalate it (Gerbert et al., 2000). In 
Vietnamese culture, divorced women, even where the divorce was to end an abusive 
relationship, are often stigmatized. When violence happens, the women are more likely to 
flee to their mother’s home rather than seek professional support, such as the local 
Woman Trade Union or police (Gardsbane et al., 2010). When the women come back to 
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their home, the violence usually happens again. For those reasons, a high rate of “not 
sure” responses may reflect that this question was unclear to the participants. While 
leaving the abusive men can stop the violence temporarily, the violence may not end 
when the women come back home. 
The second question with a low rate of correct response was “Cost of healthcare 
treatment for victims of DV is not covered by health insurance”. According to the Law on 
prevention and control of domestic violence (The National Assembly of Vietnam, 2007), 
health insurance does cover the cost, however, 67.4% of respondents said “No”. It may be 
because people in Vietnam have very little understanding of their legal rights in general 
(National Legal Aid Agency, 2009; Vasavakul, 2009).  
Limited knowledge about DV may exist because there is little training on this issue 
provided to health professionals. In this study, all participants said that the content was 
not addressed in their academic training. Currently, the training curriculum at medical 
colleges and universities in Vietnam does not cover gender based violence (United 
Nations Population Fund (UNFPA), 2007). Although some efforts have begun to 
integrate DV content into the undergraduate curriculum of medical doctors and nursing 
students, most health professionals graduate without any background on these issues.  
The Ministry of Health (MOH) in Vietnam has integrated GBV content into 
training materials for the National Standards and Guidelines on Reproductive Health 
Care, training has not yet been implemented nationally until 2007 (United Nations 
Population Fund (UNFPA)). Most GBV interventions are largely done at the pilot stage 
and operate on a small scale in Vietnam. Limited numbers of police, healthcare providers 
and judicial officers have received training on domestic violence (Gardsbane et al., 2010).  
This fact helps to explain the finding of this study where 78.4% of participants reported 
that they only attended a one or two hour lecture workshop on DV during their in-service 
training. The problem still remains that although this short time of training is useful to 
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raise awareness of the problem, it is clearly inadequate for health professionals to deal 
with such a complex behavioural issue in which the women and health providers interact 
(García-Moreno, 2002). In addition, although in-service training programmes are 
necessary, such in-service training would be more beneficial if these topics had first been 
introduced within the undergraduate curriculum and featured in medical and nursing 
(García-Moreno, 2002). 
7.3 Inactive responses to victims of domestic violence in health professionals’ 
clinical practice 
This study found that most health professionals (77.4%) detected one or two cases of 
DV per month. Sugg, et al. (1999) found in her study that the majority of healthcare 
providers believed that the prevalence of DV in their practice was only 1% or less; or they 
had never identified an abuse case. Similarly, Krantz, et al. (2005) conducted interviews 
in a qualitative study among healthcare staff. Participants in this study reported that they 
acknowledged that violence victims turned up at the surgery and emergency departments, 
as well as in the obstetrics department, but they had no idea about the magnitude of the 
problem. For example in a study, a male physician said “I have not collected any 
statistics, but is a small number” or a female physician said “it is very rare in the 
emergency department” (Krantz et al., 2005). Differences in beliefs about the prevalence 
may be due to the differences in definitions for domestic violence. Some researchers 
focus on physical violence alone, while other investigators include a wider range of abuse 
types, such as emotional and other non-physical abuse. Broader definitions of domestic 
violence sometimes fail to capture the complexity of DV against women (J Richardson, 
Coid, Petruckevitch, Wai, & Moorey, 2002). Anglin and Sachs (2003) also argued that it 
is possible that the true prevalence of DV differs substantially from study to study 
because a wide variety of questionable instruments have been used in different studies. 
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Thus, we cannot endorse one method of screening for DV over any other because of the 
lack of uniform and validated identification criteria. 
 In this study, detection of only one to two cases of DV per year was reported by 
6.1% of nurses and doctors. However, it is likely that the true rate is higher. Richardson 
and colleagues (2002) found that 75% of abused women who experience DV did not have 
it documented by their general practitioners. Only 4% of women reported that they had 
ever been asked by their doctors if they had been hit, injured, or abused by a partner or 
former partner, and only 1% was asked if they had been forced to have sex. Of those who 
had experienced physical violence, 32% said that they had told their doctors (J 
Richardson et al., 2002). Many women believed that screening for DV by health 
professionals is acceptable, there is still a high proportion of health professionals who are 
not in favour of screening (Ramsay et al., 2002). However, health professionals argue that 
although screening has minimal adverse effects, some women experience emotional 
distress, discomfort, loss of privacy and concern about future abuse (Nelson et al., 2012). 
The majority of participants (64.5%) reported that most of the time when they 
detected a woman who was abused, they would provide her with personal counselling. 
This finding is similar to a recent study in the United State which found that more than 
50% of nurses would provide educational materials, emergency numbers and advice; 
about 60% of nurses said they would inquire about the abuse of children in the home, 
state that abuse is wrong and try to advise about other problems during the visit of the 
women (Moore, Zaccaro, & Parsons, 2006). On the other hand, one meta narrative of 
multiple studies with 115 women with a history of DV found that healthcare providers 
usually listened carefully and were sensitive and compassionate, but they were not skilful 
in addressing needs of abused women such as asking about history of DV, injury occurred 
or children’s safety. Women in that study appreciated emotional support from their 
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healthcare providers in the form of confidentiality and sympathetic listening (Feder, 
Hutson, Ramsay, & Taket, 2006). This may be true of the situation in Vietnam where 
nurses and doctors are not trained systematically about DV. It may help to explain why a 
very high percentage of respondents in this study said they would provide personal 
counselling to the abused women most of the time if they detected the case.  
This study also found a strong relationship between health professionals’ intention 
for identification and their intention to provide personal counselling to the abused women 
(Pearson’s r = 0.85, P < 0.001). This finding is consistent with the finding of the 
elicitation study conducted earlier in this project where nurses and doctors said in their 
interviews that once a health worker intends to identify an abuse case, he or she would 
very likely do something to help the woman within his or her alibility. The literature also 
revealed that identification and providing support very likely go together in health 
professionals’ responses. Richardson and colleagues (2002) found that regular contact 
with healthcare providers may make it easier for abused women to report the DV 
problems and for healthcare providers to provide support. Abused women may also feel 
that the detection of their violence by their health professionals is not enough; they would 
appreciate help from health professionals directly including practical advice and referral 
to specialist support (Feder et al., 2006). 
This study found that referral of the victims of DV to support services was not a 
common practice of health professionals. More than 55% of healthcare providers reported 
that they very rarely refer an abuse case to support services. More than 20% of 
participants said they had never referred an abuse case. Although there were significant 
relationships between health professionals’ intention for referral and their intention to 
identify (Pearson correlation = 0.55, p<0.001) and their intention to provide personal 
counselling (Pearson correlation=0.63, p<0.001), these relationships were weaker than the 
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relationship between intention to identify and provide personal counselling (Pearson 
correlation = 0.85, p<0.001). The pattern was understandable as health professionals were 
facing a number of barriers when referring abused women to support services. More than 
two thirds (68%) of participants said that there was not a support service for DV victims 
in their hospital and more than 70% said they did not have contact details of any services 
where they could refer abused women. Similarly, Taft and colleagues found from their 
study that although screening could increase identification rates referral rates to support 
services were still low (Taft et al., 2013). Vasavakul and colleagues (2009) stated that 
Vietnamese people have very little understanding of their legal aid, of legal rights in 
general and of where to find services. Health professionals lacked referral networks and 
community resources for abused women (García-Moreno, 2002).  
It is also a fact that many health professionals did not refer even when the services 
were available. The Family Planning Unit of Tu Du hospital developed a Comprehensive 
Abortion Care Model in 2011 (United Nations Population Fund Viet Nam, 2007). In this 
model, the hospital identified a clear procedure to screen, support the victims, which 
provides health professionals with the phone number and address of four counselling centres 
in Ho Chi Minh City. However, contact details for other services such a legal assistance as 
well as the details of administration process that health professionals need to do in order to 
make a referral were not included. In Vietnam, some non-government organisations have set 
up centres for DV victims. These centres provide services to victims who have been referred 
from networks at the community level including from hospitals. However, limitations are the  
lack of referral services and limited capacity of health workers to make the referral 
(Gardsbane et al., 2010) 
The counselling services need to be advanced and training programmes need to be 
made available to health professionals and related groups such as local Women’s Union 
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staff and local reconciliation groups. There should be a collaboration between sectors 
where health professionals take the lead and are responsible for raising the issue with 
individual patients, monitoring gender-based violence, and assisting in improving 
awareness among local officials and others involved (Krantz et al., 2005).  
As in most societies, DV is usually surrounded by silence in Vietnam. Referring the 
victims of DV to a professional support services may not be a common practice at 
institutionalised settings due to the existence of reconciliation groups which belong the 
Women’s Union at the commune level in the Vietnamese society. There is no requirement 
for professional training to become a member of these groups. What these groups do is 
pull the couple together without violence or suggest they end the relationship by divorce. 
They are proud of their contribution and believe in  these types of intervention are 
effective (Krantz et al., 2005).  
7.4 Factors influencing health professionals’ intentions 
7.4.1 Underlying beliefs and health professionals’ intentions 
The results chapter presented the correlations between beliefs strength multiplied by 
outcome evaluation with intentions. Most behavioural beliefs revealed in the elicitation 
study correlated strongly with health professionals’ intentions to identify, provide 
personal counselling and refer the abused women to support services. What these beliefs 
had in common in this study was, for strength of the products of belief multiplied by 
expected outcomes contributed to the stronger intentions. In this study, nurses and doctors 
believed that their responses toward DV victims would support them in providing care to 
women, provide the women with a sympathetic ear and there would be more advanced 
support if the women were referred to support services. Nurses and doctors also believed 
that these benefits were desirable and therefore they were more likely to respond to the 
victims of DV.  
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The findings generally support evidence from previous studies. Early identification 
of abuse has been a priority in efforts to enhance healthcare services for women 
experiencing DV (M. Rodriguez, Bauer, McLoughlin, & Grumbach, 1999). Healthcare 
providers should routinely screen for DV as there is a high association between DV and 
an array of health problems which need timely plans of action for treatment (Dearwater et 
al., 1998; D. V. Nguyen, 2008; M. Rodriguez et al., 1999). Although there may not be a 
clear connection between physical symptoms and the abuse that the women are 
experiencing, evidence showed that if health professionals could identify women who are 
living in abusive relationships then it would be it easier for them to determine the degree 
of physical violence which causes medically severe injuries (Dearwater et al., 1998). A 
previous study found that women experiencing DV reported that even small signs of 
compassion from healthcare providers could make a difference to them. As stated by 
doctors who participated in this study, these acts of caring plant the seeds for change. 
Incremental changes and small moments of recognition can eventually lead to major 
impacts on the lives of these women. Every time health professionals successfully 
intervene with a patient whose health problems are caused by DV, they have brought 
about a positive outcome (Gerbert et al., 2000). Screening women for DV can reduce 
future DV and improve health outcomes depending on the population screened (Nelson et 
al., 2012). 
For behavioural beliefs regarding the disadvantages of responding toward victims 
of DV, on the other hand, the corresponding products of belief strength and expected 
outcome contributed to lower intentions. In this study, nurses and doctors believed that 
the woman’s husband will have a negative reaction if health professionals respond to the 
violence. They are also concerned that there will be disruption to the household if a 
woman is referred to support services. Nurses and doctors said that these problems were 
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worrisome, so they would be less likely to respond to the violence. There is evidence 
from previous studies supporting these beliefs of health professionals. Health care 
providers experienced fear of possible repercussions from the abusers (Robert, Nguyen, 
Karin, & Krantz, 2007; United Nations Population Fund Viet Nam, 2007)  and expressed 
their fear about how dangerous it could be to work with DV, as the violence could 
suddenly be turned against the health professionals (Krantz et al., 2005).  
In addition, it has traditionally been such that Vietnamese women, especially in 
rural areas, experience unequal workloads. Women in families are responsible for both 
farming work and taking care of the family, including children and husbands (D. V. 
Nguyen, 2008). These reasons may help to explain why nurses and doctors hesitate to 
refer abused women to support services. There could be a disruption in the women’s 
household as there would not be anyone to take her role in the family. 
Despite these concerns, many health professionals believed that if they responded to 
the victims, they would feel as though they had done something positive. Some nurses 
and doctors believed that not all people aim to do something for others. In the relationship 
between healthcare providers and patients, doing something positive for patients means 
something other than healthcare provision that is not dictated by role (Wright, Holcombe, 
& Salmon, 2004). As healthcare providers are always busy and lack time in their work 
(Moore et al., 2006; Ramsay et al., 2002), they are more likely to complete their tasks 
rather than to do something outside their responsibilities for their patients. Therefore this 
belief did not contribute to the increased intentions of healthcare providers. 
In general, nurses and doctors believed that most significant others supported their 
response to victims of DV. Nurses and doctors also found motivation to comply with the 
wishes of people who supported them. Compassionate people were the group who were 
identified to have the most influence on the responses of health professionals. This 
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finding is supported on research by Feng and colleagues (2005) who examined reporting 
of child abuse among nurses in Taiwan. They explained that generally Taiwanese and 
Chinese people tend to be less individualistic than people in Western culture. Asian 
people’s behaviours are more influenced by other values and points of view (Feng & 
Levine, 2005). Although our study did not compare across cultures in responses of health 
professionals to victims of DV, the explanation above could be applied to our study as 
there are similarities in terms of cultural features among Asian countries. 
There was no surprise in the revelation in this study that there is a relationship 
between the approval of the abused women toward health professional’s responses to 
their violence and the intentions of healthcare providers. Literature has shown that many 
abused women would not be upset if they are asked about violence and many want their 
healthcare providers to become more active in screening them about the violence (Mazza 
et al., 2001; McCauley et al., 1998; M. A. Rodriguez et al., 1996). Women experiencing 
DV would value the responses of their healthcare providers, regardless of whether they 
had disclosed the abuse or their healthcare professionals had identified it (Gerbert et al., 
2000).  
While our study found that the family and family in law of the abused women 
would approve of the responses of nurses and doctors on DV, there is evidence 
supporting the opposite point of view. For instance, it was believed that families in Hong 
Kong where DV occurred would not support healthcare providers in identifying or taking 
an interest in the wife because DV is considered as a private family secret (Wong et al., 
1997). Fear of presence of family members of the abused women was also reported as 
barrier influencing health professionals’ responses (Yeung, Chowdhury, Malpass, & 
Feder, 2012). Although nurses and doctors in this study reported that they believed their 
colleagues and family members would approve of their responses, literature reveals that 
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many people still consider DV as a social taboo, and not in the practical scope of 
healthcare providers (Gremillion & Kanof, 1996; Robert et al., 2007; United Nations 
Population Fund Viet Nam, 2007). The taboo about DV is still very controversial which 
also influences health professionals (Gremillion & Kanof, 1996). 
An abused woman’s husband was identified as the person least likely to approve of 
health professionals’ intentions to respond to victims of DV. This finding was greatly 
supported by previous studies. The fear of possible repercussions from the perpetrator 
was reported by health professionals (Robert et al., 2007; United Nations Population Fund 
Viet Nam, 2007). In one Vietnamese study, a male assistant physician described how 
dangerous it could be to work with DV as that violence could suddenly be turned against 
the mediators (Krantz et al., 2005). However, our study found that the influence of the 
abused women’s husbands was only on health professionals’ intentions to provide 
personal counselling to the women, but not on their intention to identify or to refer the 
women to support services. It may be because providing personal counselling requires 
direct communication and the fear of the husband was then a barrier (Robert et al., 2007; 
United Nations Population Fund Viet Nam, 2007).  
The role of control beliefs and corresponding perceived power in determining 
intentions of health professionals in responding toward victims of DV found in this study 
is supported by the literature. Participants who believed that abused women are willing to 
share their experience with violence have higher intention to respond to victims (Yeung et 
al., 2012). A woman who participated in a study conducted by Bacchus and colleagues 
(2002) said that she did not mind answering, even when being asked again and again by 
her health professionals, about her situation. She felt happy if she could talk to her 
healthcare providers about this issue. DV is not a shameful, private issue, but a healthcare 
issue of great concern to nurses and doctors (Gerbert et al., 2000). Encouragement, 
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reassurance and support were responses that women look for from their nurses and 
doctors. Women would respond positively to professional and personal qualities of health 
professionals who screen for DV. Healthcare providers who showed a genuine interest in 
the wellbeing of the women are particularly effective (Bacchus et al., 2002).  
Similar to the findings of the previous study, in our study, lack of time, facility 
resources and referral network, support of colleagues and work experience, were also 
identified as factors influencing the intentions of healthcare providers in responding 
toward victims of DV (Bacchus et al., 2002; García-Moreno, 2002; Gerbert et al., 2000; 
Ramsay et al., 2002; Yeung et al., 2012). Lack of privacy, continuity of care and time 
constraints were major excuses which lead to the failure of healthcare providers in 
responding toward the women (Bacchus, Mezey, & Bewley, 2003). Health professionals 
requested confidential time with the women, away from their husbands or family 
members in order to discuss DV. The women could feel anxiety when their husbands 
knew they were discussing the violence with someone (Bacchus et al., 2002). Sadly, even 
women who disclosed their DV to healthcare providers did not always receive enough 
support. Some health professionals lack experience, and there are insufficient community 
resources and referral networks needed to supply a continuing intervention to the women 
(Ramsay et al., 2002; Yeung et al., 2012). Krantz (2005) considered that this reflects 
shortcomings in policy and legislation.  
 Last but not least, support of colleagues in clinical work was believed to be a 
factor affecting health professionals’ intention to respond to victims of DV. This finding 
was supported by Gerbert and colleagues (2000). They found that although healthcare 
providers play an important role in screening and support of abused women, nurses and 
doctors still need to work as a team in order to identify and provide optimal care. This 
requires flexibility in roles among members of the healthcare team. 
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Overall, the correlation coefficients of beliefs and outcome evaluation products with 
intentions were relatively low or medium suggesting a low or medium amount of shared 
variance between the two variables (Pallant, 2009). The low correlation coefficients may 
due to the small variation in responses of participants to items in the questionnaire which 
is explainable in TPB questionnaires. Ajzen (2011b) stated that some outcomes associated 
with a behaviour receive uniformly positive or negative evaluation. For example, one of 
the behavioural beliefs about responding to victims of DV may be this behaviour 
“provides the abused women with a sympathetic ear”. When asked to evaluate this 
outcome on 7 point desirable – undesirable scale, most participants will give a positive 
outcome which is “desirable”, and having the “undesirable” side of the scale may be 
irritating. The low correlation coefficients are also commonly seen in many TBP studies 
(Ajzen, 2011a). 
7.4.2 Modelling the Theory of Planned Behaviour and background factors that 
influence healthcare professionals’ intention to respond to victims of domestic 
violence 
Data analysis in general supported the extended TPB model in predicting health 
professionals’ intentions to respond to victims of DV. First of all, attitudes appeared to be 
the strongest predictor in the three models predicting health professionals’ intention to 
identify, provide personal counselling and refer the victims to support services. Overall, 
health professionals demonstrated positive attitudes toward responding to the victims. 
Around 60% to 80% of participants agreed that responding toward victims of DV is 
valuable and beneficial for the women. However, only about 20% to 30% of participants 
said that they felt comfortable when responding toward the women experiencing DV.  
These findings are consistent with the literature. Cann (2001) and colleagues 
showed that the attitudes of nurses and doctors to domestic violence were generally 
supportive and sympathetic. Health professionals considered that the most important 
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attributes affecting women's willingness to disclose the abuse they are experiencing 
(Bacchus et al., 2003). Positive attitudes are associated with health professionals’ actions 
in identifying, providing personal counselling and referring the women experiencing DV 
to support services (Gadomski et al., 2001; Häggblom et al., 2005; Othman & Adenan, 
2008). However, many health professionals did not feel comfortable or were not happy 
talking about the issue  (Cann et al., 2001; Ramsay et al., 2002) and this has become the 
main barrier to providing optimal support to abused women (Kaye et al., 2005).  
These results were also consistent with the behavioural beliefs that are indirect 
measures of attitudes. Health professionals could believe in the value and benefits of 
responding to abused women due to a number of advantages associated with their support 
in providing medical and nursing care to the abused women, providing the women a 
sympathetic ear and more advanced support. However, health professionals might not feel 
comfortable when responding to abused women due to the fear of the husbands’ negative 
reaction or an interruption in the women’s household if the women were referred to 
support services.  
Perceived Behavioural Control was also a significant predictor of health 
professionals’ intentions to respond to victims of DV. Nurses and doctors in general 
perceived that they had a moderate level of control over their responses to women 
experiencing DV. Just fewer than 50% of nurses and doctors agreed that identification, 
providing personal counselling and referral of abused women to support services was 
under their control or entirely up to them. Feng and Wu (2005) also reported a similar 
percentage for nurses who perceived control when reporting child abuse in research 
conducted in Taiwan. About 70% of health professionals believed that screening for DV 
is not a simple task (Kaye et al., 2005) and only about 10% of health professionals felt 
confident when referring abused women to support services (Othman & Adenan, 2008). 
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Findings of this study were supported by the literature with regards to the reasons 
why health professionals experienced a lack of control over their responses. As discussed 
above in the section about control beliefs and intention, previous studies have identified 
the roots of the problem including lack of time, inadequate facilities, limited referral 
network, lack of support of colleagues and inexperience with DV at work (Bacchus et al., 
2002; García-Moreno, 2002; Gerbert et al., 2000; Moore et al., 2006; Ramsay et al., 2002; 
Yeung et al., 2012). In our study, the same problems were revealed. Only 10.9% of nurses 
and doctors reported that they knew there was a women’s support centre located in their 
hospitals and 21.7% of them said they had contact details of the women’s support centre. 
Most participants were unsure if their hospitals had specialized facilities such as; private 
rooms for abused women, a guideline to screen women for DV or related information 
materials. In addition, more than 70% of respondents reported that their normal clinical 
work was busy or very busy which limited their ability to care for the abused women.  
In general, nurses and doctors believed that important others at work or in their 
families or social network supported their response toward victims of DV. Nurses and 
doctors who believed that important others expected them to perform the responses to the 
women were more likely to do so. Feng and Wu (2005) stated that based on the influence 
of Chinese and Taiwanese culture, it was expected that subjective norms would have a 
stronger contribution in explaining nurses’ intention to report child abuse than the other 
two TPB components. It is because Taiwanese people tend to be less individualistic than 
Western people and so their behaviours are more influenced by other people’s value and 
point of views. However, they then found that the role of subjective norm (SN) in their 
study was not as strong as their expectation. In our study, subjective norm was a 
significant predictor in only the model of predicting health professionals’ intention to 
refer the abused women to support services. It should also be noted that, in comparison to 
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the two other TPB components, attitudes and PBC, SN was still the weakest predictor in 
this model. The explanation might be that nurses’ and doctors’ professional responsibility 
to the abused women outweighed the social influences on their behaviours. Similarly, in a 
study about nurses’ intention and volunteering to care for patients with SARS (Severe 
Acute Respiratory Syndrome), SN was found to correlate to nurses’ intention. However, 
in a hierarchical regression analysis, SN was excluded from the model after attitudes and 
PBC were added. The author explained that nurses’ positive attitudes and confidence in 
providing care weigh higher than perceived pressure from their family members (Nai-
Ying et al., 2004). In addition, several studies have argued that subjective norms 
component of the TPB was the weakest predictor of intention (Armitage & Conner, 
2001a). A subjective norm is a global perception of social pressure, either to comply with 
the expectations of others or not (Ajzen, 1991). However, social pressure is not often so 
direct or explicit (Armitage & Conner, 2001a). It was argued that the weakness in the SN 
comes from a minority of individuals whose actions are driven primarily by perceived 
social pressure. Therefore, some researchers recommended a re-conceptualisation of the 
mechanism by which SN is exerted (Trafimow & Finlay, 1996).   
In the model for predicting health professionals’ intention to refer the abused 
women to support services, nurses and doctors perceived average subjective norms for 
their intention to make a referral. About 40% of participants agreed that referral of abused 
women to support services was their professional obligation and they felt a pressure to do 
so. It can be seen that these findings were not really consistent with the observation about 
the roles normative beliefs have in predicting health professionals’ intention. In the 
indirect measure of subjective norms, the products of normative beliefs and their 
corresponding motivations to comply showed the importance of referent groups’ impacts 
on health professionals’ responses to DV. These contradictory findings between direct 
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and indirect measures of SN could reflect a weak design of direct measure of SN which 
needs to be re-conceptualized as discussed above.  
The relative importance of the three TPB components, attitudes, subjective norms 
and perceived behavioural control, in determining behavioural intention may vary for 
different behaviours. In TBP literature, many studies have found that intention to perform 
one behaviour is determined largely by perceived behavioural control including: intention 
to cross road safely (D. Evans & Norman, 1998), donate blood (Armitage & Conner, 
2001b), follow the rules at youth shelter (Broadhead-Fearn & White, 2006) or administer 
opioids for pain relief (Edwards et al., 2001). However, in our study, we found that 
attitude was the strongest predictor of health professionals’ intention to respond to victims 
of DV. Glanz and colleagues (2008) argued that certain demographic groups may be more 
likely to engage in a particular behaviour than others. For instance, individuals in certain 
demographic groups may be more likely than other demographic groups to hold beliefs 
about positive outcomes of the behaviour, and thus hold more positive attitudes and 
stronger intention to perform the behaviour. It is not surprising that attitudes was also 
found to be the strongest predictor of nurses’ intention to report child abuse in a study 
conducted in Tainwan (Feng & Wu, 2005). The reasons might due to similar important 
points between the two studies: targeted in the same population (health professionals), 
both conducted in an Asian country (Taiwan and Vietnam), investigated in very similar 
target behaviour (report child abuse and respond to victims of domestic violence). 
In this study, after taking into account the contributions of TPB variables, the 
overall score of knowledge about DV remained a significant predictor of health 
professionals’ intention to providing personal counselling and refer the abused women to 
support services. This finding was supported by Taylor (2006). The author found that the 
trained healthcare staff would extend their regular duties to include DV victim 
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counselling and working pro-actively with the police and reporting incidents of domestic 
violence. Lack of knowledge and training was also a factor contributing to the reluctance 
of healthcare providers to support abused women (Bacchus et al., 2003; J Richardson et 
al., 2002). All participants in this study reported that content about DV was not covered in 
their academic training. Only 14.3% of participants had ever attended one or more in-
service training sessions about DV. Poor training regarding DV is also apparent in the 
literature. In a survey of 272 clinicians, many of them felt poorly prepared to ask relevant 
questions about DV or to make appropriate referrals if the violence was disclosed. This is 
due to 80% of them saying that they did not have an adequate knowledge of local 
domestic violence resources (Ramsay et al., 2002). The influence of knowledge was also 
stressed an important factors in a study about intention of nurses to report child abuse 
conducted in Taiwan (Feng & Wu, 2005). In this study, the authors found that knowledge 
is the strongest predictors in the model of predicting intention of nurses to report child 
abuse. Its predictive power is even stronger than the predictive power of attitudes, 
subjective norms and perceived behavioural control.  
Previous studies have shown contrary results about the role of gender in predicting 
health professionals’ intention to respond to DV. As cited in a study, while some studies 
reported a significantly higher proportion of screening for DV among female healthcare 
providers who had better skills in detecting DV (J Richardson et al., 2002; M. Rodriguez 
et al., 1999), another study found that there was no gender effect (M. Rodriguez et al., 
1999). The present study found no significant associations between health professional’s 
gender and their responses to victims of DV. Gender was found to be a cofounder in the 
model of predicting health professional’s intention to refer the abused women to support 
services in our study (M. Rodriguez et al., 1999).  
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This study found that making referrals for victims of DV was more likely to be 
done by participants who were not the breadwinner in the family than participants who 
were the breadwinner. This is because, in our study, females were more likely not to be 
the breadwinner in the family and females were more likely to refer the abused women to 
support services than males. The results of our multiple regressions excluded gender as a 
predictor of the intention. It seems that the effect of gender associated with breadwinner 
status and its confounding effect was excluded in the multi-variate analysis of the results. 
In a similar study about screening for DV among nurses and doctors, the confounding 
effect of gender was also found. Findings of this study showed that males tended to 
screen for DV against women more often than females. In addition, the screening for DV 
was more likely to be undertaken by doctors than nurses. Even though it is not an 
expectation to find more males interested in screening for DV than females, the authors 
attribute this to the higher proportion of females being nurses rather than doctors and the 
outcome of the multiple logistic regressions which excluded gender as an explanatory 
variable of screening. The effect of gender was associated with the career factor and its 
confounding effect was removed (Qasem, Hamadah, Qasem, Kamel, & El-Shazly, 2012). 
Bivariate analysis of associate background factors and intentions to respond to 
victims of DV, some background factors such as age, occupation, position at work, 
showed their associations with the intentions. However, with the addition of TPB factors 
in linear multivariate regression analysis, it was revealed that the contributions of these 
background factors were no longer significant, suggesting that, in order to change the 
target behaviours, it is important to focus on altering TBP factors rather than the 
demographic variables. 
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7.5 Strengths of the study 
There are a number of strengths to the present study. First, to our knowledge, this is 
the first study conducted in Vietnam with an attempt to develop a new instrument to 
measure health professionals’ intention to respond to women who are experiencing DV. 
In order to maximize the validity and reliability, a new instrument was developed through 
comprehensive procedures to establish the psychometric properties including: 
implementation of a qualitative study to elicit health professionals’ underlying beliefs; 
careful implicational guidelines to develop items for the questionnaire; a consultation 
phase with experts; a reflection on the feedback raised by a group discussion among five 
participants of the target population; implementation of a pilot study and test-retest 
reliability among 30 participants of the target population. Back translation procedures 
were carefully performed during the steps of the instrument development. Therefore, the 
instrument was found to be meaningful for achieving the goals of this study. 
There was significant effort to minimise response bias in the survey. As with many 
other studies based on TPB, self-report measures were employed. Ethically, health 
professionals need to advocate for the abused women and protect them from further 
violence. Social desirability bias could be inevitable in health professionals’ responses 
due to the sensitivity and social values associated with this issue. However, a number of 
strategies were applied to minimise this kind of bias including: the use of indirect 
questions in the questionnaire, the creation of a private and comfortable environment for 
participants to answer the questionnaire, and the application of an anonymous procedure 
to treat collected data. 
Findings of this study represented a preliminary step towards a theoretical based 
understanding of factors that influence health professionals’ intention to respond to 
victims of DV in Vietnam. The TPB appeared to be an appropriate theoretical framework 
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for further research of this phenomenon. In addition, the TPB has been considered to have 
significant implications for behavioural intervention which is for intervention aimed to 
change intention and then to change behaviour. To our knowledge, if an intervention with 
a target to change health professionals’ intentions and behaviours to respond to victims of 
DV could be implemented, it would then be the first theoretical based intervention 
conducted in Vietnam within this domain. 
In this study, the sample size of 258 could detect statistically significant levels of R
2
 
(regression coefficients) with a power (probability) of at least 0.80. Hair and colleagues 
indicated that if a researcher employs five independent variables, specifies a 0.05 
significant level, recruits a sample of 500 participants, the multiple regression power will 
be 0.80 for a detected R
2
 of 4.00%  (Hair, Black, Babin, & Anderson, 2010). Models in 
our study employed 3 (model 1), 4 (model 2), and 5 (model 3) independent variables, set 
the same significant level, and the sample size was also around 500. We could then be 
confident that the powers of multiple regression models in our study are higher than 80% 
as the values of R
2 
were detected at 63%, 53% and 56% for the three models respectively.  
7.6 Limitations of the study 
There were several limitations associated with the instrument used in this study. 
Since the instrument is newly developed, further testing of its psychometric properties is 
necessary. Another weakness is that the scales for indirect measures in this study were 
created based on the concept of the global target behaviour (health professionals’ 
responses to victims of DV). This made the contribution of underlying beliefs to 
intentions in the three specific target behaviours including identification, providing 
personal counselling and referral of the abused women to support services less 
compelling. It was argued that the same particular underlying belief could influence 
differently on different particular target variables.  
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The present study also contains some limitations that may affect the generalizability 
of the results. Selection bias may have occurred since a convenience sample was used. 
Only nurses and doctors working in hospitals where the research team members have had 
personal collaborative relationships were recruited to participate in this study. Therefore, 
the results do not necessary reflect practices of health professionals regarding DV at other 
hospitals in Vietnam. The sample size of this study was not calculated based on a 
statistical formula; the number of participants was estimated based on the limitation of 
time and the budget of a PhD student project. In addition, although there was a great 
effort from the researcher team members to avoid non-response and to ensure privacy 
during data collection, a few respondents still refused to take part into the study. Thus, 
there may be health professionals who may contribute important information which has 
not been captured by this study. It is also possible that the nurses and doctors who agreed 
to participate in the study were those who had a better perception about DV issues. 
There was also potential recall bias associated with the survey. This study asked 
health professionals to report the prevalence DV of their clinical practice including their 
identification, provision of personal counselling and referral of the abused women to 
support services over the last year. It may result in an over-reporting or under-reporting of 
the true prevalence. In addition, this study used cross-sectional design without a follow 
up; this study only estimated the beliefs and intentions of health professionals at one point 
in time while the beliefs and parameters could change over time. 
7.7 Implications and recommendations for future studies 
In order to increase the validity of this new instrument, it is recommended that a 
confirmatory factor analysis should be performed in future studies. Confirmatory factor 
analyses are used to show that the items which measure a given construct could be 
considered indicators of the same latent variable. That is, a model in which the attitude, 
Chapter 7: Discussion Page 181 
 
SN, PBC, and intention items are administered as assessing separate constructs is superior 
to a model in which all items are considered to measure the same underlying construct 
(Ajzen, 2005). 
Future researchers who use the instrument developed in this study are 
recommended to focus on a single particular behaviour. That is, the global behaviour 
“responses of health professional to victims of DV” should be separated into three single 
behaviours including: identification, providing personal support and referral of the abused 
women to support services. Although health professional may have the same beliefs 
regarding these behaviours, the strength of their beliefs could vary depending on a 
particular behaviour. By doing this, health professionals could certainly feel more 
comfortable to score the strengths of their beliefs in Likert scales. It would therefore 
increase the accuracy of the measurement. In addition, the measures were quite brief and 
could have included more elements of intentions and behaviours. 
In our study, direct measures of subjective norms did not work as an explanatory 
variable in the models predicting health professionals’ intention to identify and provide 
personal counselling to the abused women and also appeared to be the weakest variable in 
the model predicting health professionals’ intention to refer the abused women to support 
services. Future research investigators could consider either removing or re-
conceptualizing this component of the TPB in their instrument. 
Selection of random samples of health professionals is recommended for future 
study in order to increase the generalisability of the instrument. In addition, a longitudinal 
study which examines the degree of intention and the actual responses of health 
professionals would provide a stronger contribution to an understanding of the 
relationship between intention and behaviour and whether interventions based on these 
predictors produce actual behavioural change. 
Chapter 7: Discussion Page 182 
 
7.8 Implications and recommendations for practice and training 
According to the Theory of Planned Behaviour, interventions can be directed at one 
or more determinants: attitudes, subjective norms or Perceived Behavioural Control. 
Changes in these components should result in changes in behavioural intentions and give 
adequate control over the behaviour, the new intention should be acquired under 
appropriate circumstances (Ajzen, 2011a). In our study, attitudes and subjects norms were 
found to be significant predictors of intentions. Therefore, interventions following this 
study are recommended to change these two TPB factors as a priority. 
With the target of implementing theoretical based interventions, activities involved 
in the interventions should aim to change the underlying beliefs behind the attitudes and 
perceived behavioural control. Training programs should be designed to enhance DV 
knowledge and influence attitudes and PBC of health professionals. Training courses 
should aim to increase health professionals’ understanding about the benefits of their 
responses to victims of DV and to increase their favour of performing the behaviours. 
Training courses should also introduce health professionals to available resources, a 
package regarding DV prevention, treatment and support services for DV survivors 
within their hospital or in the community. Health professionals should be aware that these 
services are affordable and accessible for every person.  
Knowledge and professional skills regarding DV should be included in academic 
training. In addition to medical and nursing students, training on DV should also be 
incorporated into the curriculum for students of other sectors including education, police, 
social work and justice students. Therefore, strategies for making an impact on DV 
should be aimed at multiple levels, including individual, family, organization, community 
and national levels. 
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The instrument developed in this study could be used to measure factors that 
influence health professionals’ responses to victims of DV. Hospital managers are 
recommended to apply this instrument to examine the issues in their own workplace in 
order to improve their staff’s response to abused women. In addition, it should be taken 
into account that it is possible to obtain by a verbal expression of support, approval from 
hospital administrators or substantial rewards, a reinforcement of a health professional’s 
positive attitude. For example, a special compensation payment could be used to 
acknowledge and encourage nurses and doctors for their efforts. 
Finally, this study has emphasised that support from colleague in busy clinical work 
environment is important in increasing health professionals’ intentions to respond to DV. 
Therefore, it is recommended that hospitals discuss strategies which they feel could help 
to facilitate their staff’s responses to DV and also help their staff to deal with the 
relationships between the victims and their families. An expectation for each hospital 
could be guidelines for nurses and doctors to follow, and establishment of comfortable, 
private environment for them to work with the women. 
7.9 Propose steps to change the intentions and behaviours of health 
professionals in responding toward victims of domestic violence 
We would recommend steps to use findings of this study to inform behaviour 
change intervention as following:  
- Because it is not always feasible to target a large number of beliefs in an 
intervention, it is important to consider which beliefs may be most important and 
are likely to have the greatest impact on intention. In our study, it could be an 
idea to pick beliefs which produced higher correlation coefficients with 
intentions. 
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- Once we have decided which beliefs the intervention will attempt to change, the 
next step is to develop an intervention method. The theory of planned behaviour 
does not tell us what type of intervention will be most effective but it can provide 
general guidelines. Persuasive communication could be an appropriate method. 
This includes training hospital leaders to understand the TPB conceptualisation, 
educated them about the beliefs identified in this study as important targets for 
behaviour change. Afterward, (1) the hospital leaders will be trained to have 
structured conversations with staff in their workplace with the purposes of 
strengthening positive behavioural beliefs and counteract negative beliefs. (2) 
The hospital leaders will work together to identify strategies, and make the 
impacts of these strategies on their staff via communication in order to increase 
their staff’s confidence and minimise barrier to respond to victims of DV. 
- Eventually, evaluation will be carried out to assess should the intervention work 
effectively to change the underlying beliefs which lead to the changes in intention 
and behaviour of health professionals in responding toward victims of DV. 
7.10 Conclusion 
Overall, our study found that most health professionals reported that they identified 
one to two abuse cases of women who experience DV every month in their clinical work. 
Once a patient was identified as abused, most health professionals would provide the 
woman with personal counselling but rarely referred her to a support service. Intentions 
appeared to be significant predictors of health professionals’ behaviours in responding 
toward victims of DV. Following that, after controlling for a wide range of background 
variables, two TPB variables including attitudes and PBC were significant predictors of 
health professionals’ intentions to respond to the victims of DV. Subjective norms 
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appeared to be a significant predictor only for the intention regarding referral of the 
women to support services. 
This is the first study to examine theoretical based understanding of factors 
influencing intentions of health professionals to respond to victims of DV in Vietnam. 
The TPB proved to be a suitable theoretical framework for further research in this area. A 
theoretical based intervention which is designed and implemented relying on the 
outcomes found in this study would promise a higher chance of success and long-term 
effects.  
This study contributes to the international literature on domestic violence, provides 
a substantive base for understanding this phenomenon and adds to the scientific body of 
knowledge related to domestic violence cross culturally. This is the first study conducted 
in Vietnam with an attempt to develop a new instrument to measure factors influencing 
health professionals’ intention to respond to victims of domestic violence and this new 
instrument is recommended for use in further research in this area. Recognizing these 
factors and developing appropriate interventions will lead to early intervention with 
problems surrounding domestic violence in general.  
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 APPENDIX A: INSTRUMENTS FOR THE STUDY 
THE INTERVIEW GUIDE FOR THE ELICITATION STUDY IN ENGLISH 
We are conducting a study of Health professionals’ response toward domestic violence. 
We are interested in the reason why nurses and doctors do or do not indentify/ provide 
personal counselling/refer the victim to appropriate services. We would appreciate your 
responses to some questions about it. There are no right or wrong answers. Please tell us 
what you really think. 
1. As a nurse/ doctor, what do you believe are the advantages of                     
- Identification 
- Referral the victim to appropriate services 
- Providing personal counselling to the victims of DV 
2. As a nurse/ doctor, what do you believe are the disadvantages of  
- Identification 
- Referral the victim to appropriate services 
- Providing personal counselling to the victims of DV 
3. Are there any individual or groups who would approve of your 
- Identification 
- Referral the victim to appropriate services 
- Providing personal counselling to the victims of DV 
4. Are there any individual or groups who would disapprove of your 
- Identification 
- Referral the victim to appropriate services 
- Providing personal counselling to the victims of DV 
5. What factors or circumstances would enable you to  
- Identify the victim 
- Refer the victim to appropriate services 
- Provide personal counselling to the victims of DV 
6. What factors or circumstances would make it difficult or impossible for you to  
- Identify the victim 
- Refer the victim to appropriate services 
- Provide personal counselling to the victims of DV 
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THE INTERVIEW GUIDE FOR THE ELICITATION STUDY IN VIETNAMESE 
Chúng tôi đang thực hiện một nghiên cứu về đáp ứng của nhân viên y tế với nạn nhân 
của bạo hành gia đình. Chúng tôi muốn tìm hiểu xem nguyên nhân tại sao các nhân viên y 
tế lại có làm hay không làm trong việc hỏi để xác định bệnh nhân của mình có phải là nạn 
nhân của bạo hành gia đình không, sau đó tư vấn cho bệnh nhân đó và chuyển bệnh nhân 
đó đến các dịch vụ hỗ trợ. Chúng tôi đánh giá cao sự tham gia trả lời phỏng vấn của 
anh/chị. Sẽ không có câu trả lời nào là đúng hay sai. Hãy chỉ nói cho chúng tôi anh/ chị 
nghĩ gì.  
1. Là một nhân viên y tế, theo anh chị, đâu là những lợi ích của việc 
- Xác định nạn nhân của bạo hành gia đình 
- Chuyển họ đến các dịch vụ hỗ trợ 
- Tư vấn cho họ 
2. Là một nhân viên y tế, theo anh chị, đâu là những mặt không có lợi của việc 
- Xác định nạn nhân của bạo hành gia đình 
- Chuyển họ đến các dịch vụ hỗ trợ 
- Tư vấn cho họ 
3. Những ai sẽ là người ủng hộ anh chị trong việc  
- Xác định nạn nhân của bạo hành gia đình 
- Chuyển họ đến các dịch vụ hỗ trợ 
- Tư vấn cho họ 
4. Những ai sẽ là người không ủng hộ anh chị trong việc  
- Xác định nạn nhân của bạo hành gia đình 
- Chuyển họ đến các dịch vụ hỗ trợ 
- Tư vấn cho họ 
5. Những yếu tố nào sẽ giúp anh chị dễ dàng hơn trong việc  
- Xác định nạn nhân của bạo hành gia đình 
- Chuyển họ đến các dịch vụ hỗ trợ 
- Tư vấn cho họ 
6. Những yếu tố nào sẽ giúp anh chị dễ dàng hơn trong việc  
- Xác định nạn nhân của bạo hành gia đình 
- Chuyển họ đến các dịch vụ hỗ trợ 
- Tư vấn cho họ 
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THE QUESTIONNAIRE FOR THE MAIN SURVEY IN ENGLISH 
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THE QUESTIONNAIRE FOR THE MAIN SURVEY IN VIETNAMESE 
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APPENDIX B: PERMISSION TO BORROW KNOWLEDGE QUESTIONNAIRE 
FOR THE MAIN SURVEY  
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APPENDIX C: APPENDIX TABLES 
Table C.1. Similarities and differences in beliefs among the three behaviours 
Beliefs Identification Support referral 
B
eh
av
io
u
ra
l 
b
el
ie
fs
 
More advantage in providing care √ √  
I will provide the victim a sympathetic ear √ √  
More professional supports for the victim   √ 
I have the feeling of doing something positive √ √ √ 
For report purpose √   
Negative reactions from the husband and his 
family 
√ √ √ 
I feel like I am meddling with the victim’s 
private issues 
√ √ √ 
Disruption to the household of the victim   √ 
None disadvantages √ √ √ 
Feel responsible if victim’s expectation are not 
met 
  √ 
I feel sad √   
N
o
rm
at
iv
e 
b
el
ie
fs
 Compassionate people  √ √ √ 
My family and colleagues  √ √ √ 
The victim and her family √ √ √ 
Nobody   √ 
The husband and his family disapprove √ √ √ 
C
o
n
tr
o
l 
b
el
ie
fs
 
Work experience √   
Current hospital’s facilities are good √ √ √ 
Support of colleagues √ √ √ 
Being a health worker √ √ √ 
A WSC is located in the hospital √ √ √ 
Lack of specialized facilities  √ √ √ 
Not included in my training √   
No difficulty  √  
Lack of contact with WSCs   √ 
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Table C.2. Similarities and differences in beliefs between nurses and doctor 
Beliefs Nurses Doctors  
B
eh
av
io
u
ra
l 
b
el
ie
fs
 
More advantage in providing care √ √ 
I will provide the victim a sympathetic ear √ √ 
More professional supports for the victim √ √ 
I have the feeling of doing something positive √ √ 
Negative reactions from the husband and his family √ √ 
I feel like I am meddling with victim’s private issues √ √ 
Disruption to the household of the victim √ √ 
None disadvantages √ √ 
N
o
rm
at
iv
e 
b
el
ie
fs
 Compassionate people √ √ 
My family and colleagues  √ √ 
The victim and her family √ √ 
The husband and his family disapprove √ √ 
C
o
n
tr
o
l 
b
el
ie
fs
 
Work experience √ √ 
Current hospital’s facilities are good √ √ 
Support of colleagues √ √ 
Being a health worker √ √ 
A WSC is located in the hospital √ √ 
Lack of specialized facilities  √ √ 
Lack of contact with WSCs √ √ 
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Table C.3. Similarities and differences in beliefs between Duc Giang and Tu Son 
hospital 
Beliefs Duc Giang Tu Son 
B
eh
av
io
u
ra
l 
b
el
ie
fs
 
More advantage in providing care √ √ 
I will provide the victim a sympathetic ear √ √ 
More professional supports for the victim √ √ 
I have the feeling of doing something positive √ √ 
Negative reactions from the husband and his family √ √ 
I feel like I am meddling with victim’s private issues √ √ 
Disruption to the household of the victim √ √ 
None disadvantages √ √ 
N
o
rm
at
iv
e 
b
el
ie
fs
 Compassionate people √ √ 
My family and colleagues  √ √ 
The victim and her family √ √ 
The husband and his family disapprove √ √ 
C
o
n
tr
o
l 
b
el
ie
fs
 
Work experience √ √ 
Current hospital’s facilities are good √ √ 
Support of colleagues √ √ 
Being a health worker √ √ 
A WSC is located in the hospital  √ 
Lack of specialized facilities  √ √ 
Lack of contact with WSCs √ √ 
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Table C.4. Similarities and differences in beliefs between clinical staff and staff joint 
management/ clinical task  
Beliefs 
Clinical 
Staff 
Staff in a 
management 
position 
B
eh
av
io
u
ra
l 
b
el
ie
fs
 
More advantage in providing care √ √ 
I will provide the victim a sympathetic ear √ √ 
More professional supports for the victim √ √ 
I have the feeling of doing something positive √ √ 
Negative reactions from the husband and his family √ √ 
I feel like I am meddling with victim’s private issues √ √ 
Disruption to the household of the victim √ √ 
None disadvantages √ √ 
N
o
rm
at
iv
e 
b
el
ie
fs
 Compassionate people √ √ 
My family and colleagues  √ √ 
Victim and her family √ √ 
The husband and his family disapprove √ √ 
C
o
n
tr
o
l 
b
el
ie
fs
 
Work experience √ √ 
Current hospital’s facilities are good √ √ 
Support of colleagues √ √ 
Being a health worker √ √ 
A WSC is located in the hospital √ √ 
Lack of specialized facilities  √ √ 
Lack of contact with WSCs √ √ 
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Table C.5. Similarities and differences in beliefs between staff working in the 
emergency and out-patient units 
Beliefs Duc Giang Tu Son 
B
eh
av
io
u
ra
l 
b
el
ie
fs
 
More advantage in providing care √ √ 
I will provide the victim a sympathetic ear √ √ 
More professional supports for the victim √ √ 
I have the feeling of doing something positive √ √ 
Negative reactions from the husband and his family √ √ 
I feel like I am meddling with victim’s private issues √ √ 
Disruption to the household of the victim √ √ 
None disadvantages √ √ 
N
o
rm
at
iv
e 
b
el
ie
fs
 Compassionate people √ √ 
My family and colleagues  √ √ 
The victim and her family √ √ 
The husband and his family disapprove √ √ 
C
o
n
tr
o
l 
b
el
ie
fs
 
Work experience √ √ 
Current hospital’s facilities are good √ √ 
Support of colleagues √ √ 
Being a health worker √ √ 
A WSC is located in the hospital √ √ 
Lack of specialized facilities  √ √ 
Lack of contact with WSCs √ √ 
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Table C.6. Percentage of agreement for health professionals in direct measures of attitudes toward responding to DV victims  
 
 Strongly 
disagree 
Disagree Slightly 
disagree 
Either Slightly 
agree 
Agree Strongly 
agree 
Identification of the abused women by screening and 
questioning is beneficial 
0.8 3.2 0.8 7.3 9.7 56.9 21.4 
Identification of the abused women by screening and 
questioning is valuable  
0.8 2.0 2.8 5.3 13.8 50.4 24.8 
Identification of the abused women by screening and 
questioning is enjoyable 
10.7 14.0 8.6 12.8 23.9 23.5 6.6 
Identification of the abused women by screening and 
questioning is comfortable  
6.2 15.2 8.6 13.6 21.4 28.0 7.0 
Providing the abused women with personal counselling is 
beneficial 
.8 2.0 2.4 6.1 7.3 53.0 28.3 
Providing the abused women with personal counselling is 
valuable 
.8 3.6 2.0 3.6 13.0 50.6 26.3 
Providing the abused women with personal counselling is 
enjoyable 
7.3 15.5 9.4 15.1 21.2 24.9 6.5 
Providing the abused women with personal counselling is 
comfortable 
6.6 12.8 11.9 14.0 17.7 28.4 8.6 
Referral of the abused women to support services is 
beneficial  
2.8 3.6 6.1 8.5 12.6 44.5 21.9 
Referral of the abused women to support services is valuable 2.0 4.1 6.9 7.7 19.1 42.3 17.9 
Referral of the abused women to support services is enjoyable 10.6 16.3 17.6 19.2 17.1 15.1 4.1 
Referral of the abused women to support services is 
comfortable 
8.5 16.3 17.1 22.0 15.0 17.1 4.1 
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Table C.7. Percentage of agreement for health professionals in direct measures of PBC toward responding to DV victims  
 
 Strongly 
disagree 
Disagree Slightly 
disagree 
Either Slightly 
agree 
Agree Strongly 
agree 
Nurses/doctors confident when screening for DV 0.8 4.8 9.3 13.7 18.1 48.0 5.2 
It is easy for nurses/doctors to screening for DV 1.6 18.3 15.4 9.8 24.8 26.8 3.3 
It is entirely up to nurses/doctor to screening for DV 0.4 18.1 9.7 12.9 20.2 32.7 6.0 
It is in nurses/doctors’ control to give decision to screening 
for DV  
1.2 12.1 10.1 14.5 13.7 41.5 6.9 
Nurses/doctors confident when providing personal 
counselling to the abused women 
0.0 8.1 9.7 13.3 24.6 33.5 10.9 
It is easy for nurses/doctors to provide personal counselling to 
the abused women 
0.8 23.8 12.5 11.3 21.0 24.6 6.0 
It is entirely up to nurses/doctor to provide personal 
counselling to the abused women 
1.6 15.7 10.5 12.9 20.6 33.1 5.6 
It is in nurses/doctors’ control to provide personal counselling 
to the abused women 
2.4 9.7 10.9 14.2 20.6 37.2 4.9 
Nurses/doctors confident to refer the abused women to 
support services 
1.2 6.5 15.8 18.2 18.6 32.8 6.9 
It is easy for nurses/doctors to refer the abused women to 
support services 
0.4 17.0 20.6 11.7 28.3 13.8 8.1 
It is entirely up to nurses/doctor to refer the abused women to 
support services 
2.0 11.3 14.1 18.1 22.2 25.8 6.5 
It is in nurses/doctors’ control to refer the abused women to 
support services 
2.0 10.5 12.9 21.8 17.3 30.6 4.8 
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Table C.8. Percentage of agreement for health professionals in direct measures of SN to refer the abused women to support services 
  
 Strongly 
disagree 
Disagree Slightly 
disagree 
Either Slightly 
agree 
Agree Strongly 
agree 
In think most of nurse/doctors will refer the abused women to 
support services 
0.4 4.5 9.4 23.0 16.4 37.7 8.6 
Nurses/ doctors are expected to refer the abused women to 
support services  
2.8 4.1 6.9 18.3 21.5 40.2 6.1 
Nurses/ doctors will feel under social pressure to refer the 
abused women to support services  
0.4 11.3 8.1 22.7 23.9 27.1 6.5 
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APPENDIX D: PARTICIPANT INFORMATION SHEET AND CONSENT 
FORM   
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FOR THE ELICITATION STUDY IN ENGLISH AND VIETNAMESE 
 
 PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT 
 
Predicting health professional responses toward domestic violence against  
women and children in rural Vietnam 
 
Researcher’s Contact 
Nguyen Thi Thanh Huong, MSc  
Lecturer - Faculty of Nursing and Midwifery- Hanoi Medical University, Vietnam 
PhD student – School of Nursing and Midwifery – Queensland University of Technology, Australia 
Phone: +84 4 38523798 / 250 (Vietnam) OR  +61 7 3138 8739 (Australia) 
Email: tt27.nguyen@student.qut.edu.au 
 
DESCRIPTION 
This project is being undertaken as part of PhD project for Nguyen Thi Thanh Huong. Only the PhD 
student and the PhD supervisors will have access to the data obtained during the project. 
 
The purpose of this project is to examine the factors that influence the responses of health 
professionals toward domestic violence against women and children in rural Vietnam. 
 
The researcher requests your assistance because you have the potential to provide the valuable data 
that we need. 
 
PARTICIPATION 
Your participation in this project is voluntary. If you do agree to participate, you can withdraw from 
participation at any time during the project without any comment or penalty. Your decision to participate 
will in no way impact upon your current or future relationship with your hospital (for example your position 
or your salary). 
Your participation will involve an interview at your own hospital in the day time, and will take approximately 
20 to 30 minutes. If you agree to participate, you can suggest to the researcher a convenient time that you 
can attend the interview. The questionnaire will include 10 questions. 
 
EXPECTED BENEFITS 
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It is expected that this project will benefit health professionals and victims of domestic violence. It will 
provide the evidence base to design training programs with the aims of improving the capabilities of 
nurses and doctors in identification, referral to appropriate services and support of victims of 
domestic violence. 
 
RISKS 
There are no risks beyond normal day-to-day living associated with your participation in this project. 
 
CONFIDENTIALITY 
All comments and responses are anonymous and will be treated confidentially.  The names of individual 
persons are not required in any of the responses. 
All the interviews will be audio recorded. The contents of the interviews will be then transcribed and 
reviewed only by the PhD student and the PhD supervisors. The recording will be destroyed after 5 years 
following the last date of publication. 
 
CONSENT TO PARTICIPATE 
We would like to ask you to sign a written consent form (enclosed) to confirm your agreement to 
participate. 
 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
Please contact the researcher named above if you have any questions or if you require further information 
about the project. 
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
QUT is committed to researcher integrity and the ethical conduct of research projects.  However, if you do 
have any concerns or complaints about the ethical conduct of the project you may contact the QUT 
Research Ethics Unit on +61 7 3138 5123 or email ethicscontact@qut.edu.au. The Research Ethics Unit is 
not connected with the research project and can facilitate a resolution to your concern in an impartial 
manner. 
Thank you for helping with this research project.  Please keep this sheet for your information. 
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 PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT 
 
Predicting health professional responses toward domestic violence against  
women and children in rural Vietnam 
 
Researcher’s Contact 
Nguyen Thi Thanh Huong, MSc  
Lecturer - Faculty of Nursing and Midwifery- Hanoi Medical University, Vietnam 
PhD student – School of Nursing and Midwifery – Queensland University of Technology, Australia 
Phone: +84 4 38523798 / 250 (Vietnam) OR  +61 7 3138 8739 (Australia) 
Email: tt27.nguyen@student.qut.edu.au 
STATEMENT OF CONSENT 
By signing below, you are indicating that you: 
 have read and understood the information document regarding this project 
 have had any questions answered to your satisfaction 
 understand that if you have any additional questions you can contact the researcher 
 understand that you are free to withdraw at any time, without comment or penalty 
 understand that you can contact the Research Ethics Unit on +61 7 3138 5123 or email 
ethicscontact@qut.edu.au if you have concerns about the ethical conduct of the project 
 understand that the project will include audio recording 
 agree to participate in the project 
 
Name  
Signature  
Date  /  /   
 
 
Please return this sheet to the Researcher. 
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 PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT 
 
Predicting health professional responses toward domestic violence against  
women and children in rural Vietnam 
 
Researcher’s Contact 
Nguyen Thi Thanh Huong, MSc  
Lecturer - Faculty of Nursing and Midwifery- Hanoi Medical University, Vietnam 
PhD student – School of Nursing and Midwifery – Queensland University of Technology, Australia 
Phone: +84 4 38523798 / 250 (Vietnam) OR  +61 7 3138 8739 (Australia) 
Email: tt27.nguyen@student.qut.edu.au 
 
I hereby wish to WITHDRAW my consent to participate in the research project named above. 
I understand that this withdrawal WILL NOT jeopardise my relationship with my hospital. 
Name  
Signature  
Date  /  /   
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FOR THE MAIN SURVEY IN ENGLISH AND VIETNAMESE 
 
 
PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT 
– Questionnaire– 
 
Factors influencing Health Professionals’ intentions to respond to victims of Domestic Violence  
 
 
RESEARCH TEAM   
Principal Researcher: 
 
Nguyen Thi Thanh Huong, PhD student, QUT 
 
Associate 
Researchers: 
Prof Debra Anderson, Principle Supervisor, QUT 
Prof Michael Dunne, Associate Supervisor, QUT 
Dr Nguyen Thanh Huong, External Supervisor, Hanoi School of 
Public Health 
 
DESCRIPTION 
This project is being undertaken as part of a PhD project for Nguyen Thi Thanh Huong. Only 
the PhD student and the PhD supervisors will have access to the data obtained during the 
project. 
 
The purpose of this project is to examine the factors that influence the responses of health 
professionals toward domestic violence against women and children in rural Vietnam. 
 
The researcher requests your assistance because you have the potential to provide the 
valuable data that we need. 
 
PARTICIPATION 
Your participation in this project is entirely voluntary. If you do agree to participate, 
you can withdraw from the project at any time without comment or penalty. Any 
identifiable information already obtained from you will be destroyed. Your decision 
to participate, or not participate, will in no way impact upon your current or future 
relationship with QUT (for example your future application to study at QUT) or with 
your hospital (for example your position or your salary). 
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You will be asked to complete a anonymous structured questionnaire that will take 
approximately 1 hour of your time.  
 
You are asked to answer questions about your responses as a health professional to victims 
of domestic violence. 
 
If you agree to participate you do not have to complete any question(s) that you are 
uncomfortable answering. 
 
EXPECTED BENEFITS 
It is expected that this project will benefit health professionals and victims of 
domestic violence. It will provide the evidence base to design training programs with 
the aim of improving the capabilities of nurses and doctors in identification, referral 
to appropriate services and support of victims of domestic violence. 
To recognise your contribution, should you choose to participate, the research team is 
offering participants $AUD 15 to compensate for time taken to complete the questionnaire.  
 
RISKS 
There are no risks beyond normal day-to-day living associated with your participation 
in this project. 
 
PRIVACY AND CONFIDENTIALITY 
All comments and responses are anonymous and will be treated confidentially.  The 
names of individual persons are not required in any of the responses. 
 
CONSENT TO PARTICIPATE 
The return of the completed questionnaire is accepted as an indication of your 
consent to participate in this project. 
 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require any further information about the project please 
contact the principle researcher: 
Nguyen Thi Thanh Huong, MSc  
Lecturer - Faculty of Nursing and Midwifery- Hanoi Medical University, Vietnam 
PhD student – School of Nursing and Midwifery – Queensland University of Technology, 
Australia 
Phone: +84 4 38523798 / 250 (Vietnam) OR  +61 7 3138 8739 (Australia) 
Email: tt27.nguyen@student.qut.edu.au 
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CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects.  
However, if you do have any concerns or complaints about the ethical conduct of the 
project you may contact the QUT Research Ethics Unit on [+61 7] 3138 5123 or email 
ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the 
research project and can facilitate a resolution to your concern in an impartial 
manner. 
Thank you for helping with this research project.  Please keep this sheet for your 
information. 
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THÔNG TIN DÀNH CHO NGƯỜI THAM GIA NGHIÊN CỨU 
 
Yếu tố ảnh hưởng đến đáp ứng của nhân viên y tế với nạn nhân của 
bạo hành gia đình  
 
RESEARCH TEAM   
Nghiên cứu viên 
chính: 
 
Nguyễn Thị Thanh Hương, Sinh viên tiến sỹ, QUT 
 
Nghiên cứu viên cùng 
nhóm 
Giáo sư Debra Anderson, Giáo viên hướng dẫn 1, QUT 
Giáo sư Michael Dunne, Giáo sư hướng dẫn 2, QUT 
Tiến sỹ Nguyễn Thanh Hương, Giáo viên hướng dẫn 3, Đại học y 
tế công cộng Hà Nội 
 
MÔ TẢ 
Đây là một phần của đề tài nghiên cứu tiến sỹ của nghiên cứu viên Nguyễn Thị Thanh Hương. 
Chỉ có nghiên cứu viên chính và các giáo sư hướng dẫn mới có quyền truy cập vào các số liệu 
thu thập được từ nghiên cứu này. 
  
Mục đích của nghiên cứu này là tìm hiểu các yếu tố ảnh hưởng đến đáp ứng của nhân viên y tế 
với bệnh nhân là nạn nhân của bạo hành gia đình ở Việt Nam. 
 
Chúng tôi mong đợi sự hỗ trợ của các anh/ chị vì chúng tôi tin rằng các anh/ chị sẽ mang lại 
cho chúng tôi những thong tin quý giá mà chúng tôi cần.  
 
THAM GIA 
 
Sự tham gia của anh/ chị là tự nguyện. Nếu anh/ chị đã đồng ý tham gia, anh chị vẫn 
có thể rút khỏi nghiên cứu này bất cứ lúc nào mà không gặp bất cứ rắc rối gì. Quyết 
định của anh/ chị tham gia nghiên cứu này sẽ không ảnh hưởng gì đến các mối quan hệ 
công việc của anh chị tại bệnh viện hiện tại và tương lai (ví dụ như vị trí công tác hoặc 
lương của anh chị). 
 
Anh/chị sẽ trả lời một bộ câu hỏi trong đó dấu tên người trả lời, thời gian sẽ khoảng 1 giờ 
đồng hồ.  
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Các câu hỏi sẽ liên quan đến những đáp ứng của nhân viên y tế tới nạn nhân của bạo hành gia 
đình.  
Dù anh/ chị có đồng ý tham gia, nhưng với bất cứ câu hỏi nào mà anh/ chị cảm thấy không 
muốn trả lời, anh/ chị có thể bỏ qua. 
KẾT QUẢ MONG ĐỢI 
 
Nghiên cứu này được mong đợi là sẽ giúp ích cho các nhân viên y tế và nạn nhân của 
bạo hành gia đình. Nó sẽ được dùng để thiết kế các chương trình đào tạo dựa trên bằng 
chứng nhằm nâng cao năng lực của các điều dưỡng và bác sỹ trong việc phát hiện, giới 
thiệu đến các trợ giúp phù hợp và hỗ trợ các nạn nhân. 
 
Để cảm ơn cho những đóng góp của anh/ chị, nếu anh/ chị đồng ý tham gia vào nghiên cứu 
này, nhóm nghiên cứu sẽ dành tặng 15 đô Úc để bù đắp vào thời gian của anh/ chị đã trả lời bộ 
câu hỏi của nghiên cứu. 
 
RỦI RO 
Sẽ không có rủi ro gì xảy ra nếu anh/ chị tham gia vào nghiên cứu này. 
 
BẢO MẬT 
Tất cả thông tin thu thập được từ nghiên cứu này sẽ giấu tên và được bảo mật. Người 
tham gia nghiên cứu sẽ không phải ghi tên của mình trong bộ câu hỏi phỏng vấn. 
 
ĐỒNG Ý THAM GIA NGHIÊN CỨU 
Việc anh/ chị gửi lại bộ câu hỏi với câu trả lời của anh/ chị được coi như là sự đồng ý 
của anh/ chị tham gia vào nghiên cứu này. 
 
THÔNG TIN CHI TIẾT LIÊN QUAN ĐẾN NGHIÊN CỨU 
 
Mọi thắc mắc lien quan đến nghiên cứu này xin vui lòng liên hệ với nghiên cứu viên 
chính:  
Thạc sỹ Nguyễn Thị Thanh Hương 
Giảng viên -  Khoa điều dưỡng, hộ sinh – Đại học Y Hà Nội 
Nghiên cứu sinh tiến sỹ – Trường điều dưỡng – Đại học công nghệ Queensland, Úc  
Điện thoại +84 4 38523798 / 250 (Việt Nam) OR  +61 7 3138 8739 (Úc) 
Email: tt27.nguyen@student.qut.edu.au 
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
 
QUT ủy quyền cho Nghiên cứu sinh thực hiện toàn bộ đề tài trách nhiệm về mặt đạo 
đức.  Tuy nhiên, nếu anh/ chị có bất cứ thắc mắc hay khiếu nại gì liên quan đến vấn đề 
đạo đức nghiên cứu của nghiên cứu này, anh chị có thể liên hệ với Hội Đồng Đạo Đức 
Nghiên Cứu của QUT theo số máy  +61 7 3138 5123 hoặc viết thư điện tử theo địa chỉ 
ethicscontact@qut.edu.au. Hội Đồng Đạo Đức làm việc độc lập với nghiên cứu vào sẽ 
giải đáp các thắc mắc của anh/ chị một cách công bằng nhất. 
Xin trân trọng cảm ơn. Xin hãy giữ lấy phiếu này làm thông tin cho anh/ chị. 
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APPENDIX E: LETTER OF ACCEPTANCE FROM HOSPITALS 
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APPENDIX F: LOCAL AND QUT’S ETHICS APPROVALS  
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FOR THE ELICITATION STUDY
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FOR THE MAIN SURVEY 
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